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PEDIATRICS LUCAS’ 


THE MODERN PRACTICE OF PEDIATRICS 
Fabrikoid, 8vo., 962 pp., Price $8.50 


This work has for its incentive the desire on the part 
of the author to emphasize the relationship between the 
study of the diseases of childhood and the positive aspects 
of health. 


In covering what the author terms the ‘‘orthodox’’ field 

of pediatrics, there is evident throughout a strong in- 
sistence upon preventive medicine. “I have tried to 
show,” says Dr. Lucas in the preface, “how the most 
technical, the most intricate problems of the research 
laboratory—the most complicated aspects of clinical 
pediatrics—are related in their contribution and signif- 
icance to the prevention of disease.” 
By WILLIAM PALMER Lucas, M.D., LL.D., Professor of 
Pediatrics, University of California Medical School; 
Physician in Chief, Children’s Department, University of 
California Hospital; Consulting Physician, Baby Hos- 
pital, Oakland, California; Visiting Physician, San Fran- 
cisco Hospital for Children; Visiting Physician, San 
Francisco Hospital. 


NEUROLOGY HENRY HEAD’S 


APHASIA AND KINDRED DISORDERS 
OF SPEECH 
Cloth, Royal Octavo, 2 vols. $20.00 the set 


“The clinical delineation of the newer findings are 
sharp, precise and readily followed. While Head’s pre- 
vious work has made us partly acquainted with his dis- 
tinctly novel and unorthodox views, here he has devel- 
oped his case with great charm, and shows definite skill 
in marshalling his evidence. He offers a distinct challenge 
to all the older views, and unfolds and sustains it with 
vigor and force. The originality alone of the views of so 
well trained a neurologist should compel widespread at- 
tention.”’ 

By Henry Heap, M.D., LL.D. (Edin.) F.R.S., Consulting 
Physician to the London Hospital; Honorary Fellow of 
Trinity College, Cambridge. 


GENERAL FEINBLATT’S 


TRANSFUSION OF BLOOD 
Cloth, 8vo., 137 pp., Illus., Price $3.00 


“In this volume Dr. Feinblatt has presented a critical 
survey of the subject of blood transfusion as it stands to- 
day, and has arranged the text in such a manner that 
each chapter becomes a ready reference on the several 
phases of the subject.” 


By Henry M. FEINBLATT, M.D., Assistant Clinical Pro- 
seg ga saepason Long Island College Hospital, Brook- 
yn, . ° 


The Macmillan Company 
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~ MEDICINE ELWYN’S 
NEPHRITIS 
Cloth, 8vo., 347 pp., Price $5.00 
Excerpts from Reviews: 

“Elwyn has rendered a real service in bringing to- 
gether the conceptions of this school in interesting and 
readable. form.”-—Journal of the A. M. A. 

“An excellent exposition of present day views on Ne- 
phritis. In many ways perhaps, the best available to- 
day. In no other volume in English are Volhard’s views 


so clearly and adequately presented.”—American Journal 
of the Medical Sciences, March, 1927. 


DERMATOLOGY SEQUEIRA’S 


DISEASES OF THE SKIN 
Cloth, 8vo., 644 pp., $10.00 


Here is the long awaited revision of this famous work, 
the last revision of which appeared in 1917. The 1927 
edition has been thoroughly revised and much new mat- 
ter has been incorporated. Even more profusely illus- 
trated than in former editions, this fourth edition should 
receive a cordial welcome. 


By JAMES H. Sequeira, M.D. (Lond.), F.R.C.P. (Lond.), 
F.R.C.S. Eng. 
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Cloth, 8vo., 316 pp., $4.00 a oS 


The life of the great heart specialist, 
who, despite the world wide renown 
which came to him as such, still pre- 
ferred the career of a general practi- 
tioner, is set forth in this work 
with a warmth of understand- 


ing which will be appre- s 
ciated by all who knew s 
the “‘Beloved Physician.” 

By 
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LIPPINCOTT BOOKS 


MONTAGUE—The Modern Treatment of Hemorrhoids 

By Joseph Franklin Montague of the Rectal Clinic, University and Bellevue Hospital 
Medical College. Octavo. 296 Pages. 116 Illustrations. Cloth, $5.00. 

An unprejudiced evaluation of methods of treatment at present used with great success. 
It deals with general considerations, signs and symptoms, pathology, classification, diag- 
nosis, examination procedure, differential diagnosis, etiology; treatment, divided into 
palliative, operative and injection methods, the use of radium, electrical methods, with 

special chapters on complications, sequele, recurrence, and a bibliography. / 








KARSNER—Text-Book of Pathology 
By Howard T. Karsner, M.D., Professor of Pathology, Western Reserve University. 
Octavo. 980 Pages. 463 Illustrations. Cloth, $10.00. 
A thoroughly modern and entirely new book representing the views of the most up-to- 
date teachers and investigators, excellently written and arranged. It is confined to 
human pathology and interweaves the anatomic, functional and clinical phases with the 
pathological material in such a manner as to provide unity of thought and interpretation. 


DAVIS—Applied Anatomy New Seventh Edition 
By Gwilym G. Davis. Thoroughly revised by Dr. George P. Muller, University of Penn- 
sylvania. Octavo. 638 Pages. 656 Illustrations in color and black. Cloth, $9.00. 
The new seventh edition, revised by Dr. George P. Muller, University of Pennsylvania, 
brings this book strictly up to date. It is a classic whose usefulness will be greatly 
increased by this revision. 


CRAIG—Parasitic Protozoa of Man 

By Charles F. Craig, M.D., M.A., Late Director of Laboratories and Professor of Bac- 
teriology and Preventive Medicine, Army Medical School. 569 Pages. 95 Illustrations. 
Cloth, $7.00. 

The first work in English that adequately covers this field from the viewpoint of the 
medical practitioner. Contains every known fact of real importance regarding the vari- 
ous protozoan parasites responsible for the malarial fevers, amoebic dysentery, sleeping 
sickness, kala-azar, tropical ulcer, Chagas disease and other serious infections of man. 


HENDERSON—Experimental Pharmacology 
By Meyer and Gottlieb, Translated by Professor Velyien E. Henderson, Department of 
Pharmacology, University of Toronto. 656 Pages. 89 Illustrations. Cloth, $7.00. 
This text-book presents the subject of Pharmacology from a viewpoint that explains 
logically the actions of remedies in health and disease. The subject is approached from 
the physiology of each organ and its pathological conditions, showing how its functions 
may be altered by certain remedial agents. It proceeds from the stand of a physician 
who inquires into the site and cause of diseased conditions and is a thorough preparation 
for therapeutics. A direct translation from the Seventh Edition of Meyer and Gottlieb’s 
famous medical classic. 


FACTORS AFFECTING THE DISTRIBUTION OF ELECTROLYTES, 
WATER AND GASES IN THE ANIMAL BODY 
By Donald D. Van Slyke, Ph.D., Sc.D., Rockefeller Institute. 62 Pages. Cloth, $2.50. 
The latest review touching the distribution of water and electrolytes in the body, the 
transport of the gases, carbon dioxide and oxygen between the tissues and the lungs, 
and the manner in which mutual influences are exerted on each other by the electrolytes 
and the gases. New volume in the Loeb Monographs on Experimental Biology. 


J. B. LIPPINCOTT COMPANY, PHILADELPHIA, PA. 
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Oxford Medical Publications 


A List of Notable 
OXFORD MEDICAL PUBLICATIONS 


Issued Within the Past Few Months 


CAMERON—Diseases of Children. 


By Hector C. Cameron. 208 Pages. $1.75. 


CARLETON—Histological Technique. 
By H. M. Carleton. 413 Pages. Illustrated. $5.00. 


CATHCART — Treatment of Chronic 
Deafness by the Electrophonoide Method 


of Zundburguet. 
By George C. Cathcart. 96 Pages. Illustrated. $1.35. 


COLWELL & WAKELEY—Introduction 


to the Study of X-Rays and Radium. 
By Hector A. Colwell and Cecil P. G. Wakeley. 222 
Pages. Illustrated. $3.35. 


CONYBEARE—Self-Care for the Dia- 


betic, for the Use of Diabetic Patients. 
By J. J. Conybeare. 81 Pages. $1.15. 


COPE—Treatment of the Acute Abdomen. 


Operative and Post-Operative. 
By Zachary Cope. 254 Pages. 146 Illustrations. 
$3.50. 


CUSHIN G—Studies in Intracranial Physi- 
ology and Surgery. The Cameron Prize 


Lectures. 
By Harvey Cushing. 160 Pages. Illustrated. $3.25. 


FAIRBAIRN—Obstetrics. 


By John S. Fairbairn. 2381 Pages. Illustrated. $1.75. 
FANO—Brain and Heart. Lectures on 
Physiology. 


By Giulio Fano. Translated by Helen Ingleby. 160 
Pages. [Illustrated. $2.75. 


GIBSON—tThe Heart. 


4 road G. Gibson. 115 Pages. Illustrated. 
1.50. 


HARRIS—Neuritis and Neuralgia. 


— Harris. 432 Pages. 45 Illustrations. 


HERNAMAN-JOHNSON—Radiotherapy 


in Relation to General Medicine. 
By F, Hernaman-Johnson. 221 Pages. $1.75. 


NEWMAN—The Private Practitioner as 
Pioneer in Preventive Medicine, Being the 
Annual Oration of the Hunterian Society: 
1926. 


By Sir George Newman. 50 Pages. Paper, 30c. 


PANNETT—The Surgery of Gastro-Duo- 


denal Ulceration. 
By Charles A. Pannett. 164 Pages. Illustrated. 
$3.25. 


PAUL—tThe Carrier Problem. 
By K. C. Paul, with Foreword by David Nabarro. 
114 Pages. $1.75. 


PERKINS — The Diagnosis, Treatment 
and End Results of Tuberculous Diseases 
of the Hip Joint. 


By George Perkins. 128 Pages. 650 Illustrations. 
$1.75. 


PORRITT—The Abdomen in Labour, Be- 
ing a General Practitioner’s Clinical Study 
of the Parturient Abdomen. 

By Norman Porritt. 90 Pages. Illustrated. $1.75. 
Reports of the St. Andrews (James Mac- 
Kenzie) Institute for Clinical Research, St. 
Andrews, Scotland, Vol. III. 

Edited by Prof. David Waterston. 227 Pages. 28 

Illustrations. $3.00. 

RYLE—Gastric Function in Health and 
Disease. 

By John A. Ryle. 160 Pages. Charts. $2.75. 
THOMSON AND GORDON — Chronic 
Rheumatic Diseases, Their Diagnosis and 


Treatment. 
By F. G. Thomson and R. G. Gordon. 210 Pages. 
$2.75. 

TOD—Hunter Tod’s Diseases of the Ear, 


Revised and Largely Re-written. 
By George C. Cathcart. 347 Pages. 87 Illustra- 
tions. $8.50. 


WATSON —A_ Hand-Book for Senior 
Nurses and Mid-Wives. ; 


By J. K. Watson. 570 Pages. 178 Illustrations. 
$4.00. 


WILLIAMS—Obesity. 


By Leonard Williams. 184 Pages. Illustrated. $3.35. 
WRIGHT—Applied Physiology. 


By Samson Wright, with Introduction by Swale 
Vincent. 438 Pages. 37 Illustrations. $4.50. 





OXFORD UNIVERSITY PRESS, American Branch, 35 W. 32nd St., New York 
Please send me prepaid, the books checked with (X) on this page, for which I enclose 


check, or you may charge to my account. 


OXFORD UNIVERSITY PRESS, American Branch, 35 W. 32nd St., New York 
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It Sterilizes Everything 


ity IME and space are both saved by the efficient 
combination—one of the most popular of 
the Lincoln Models. 

While the Steam Sterilizer is simultaneously 
boiling instruments and steam-sterilizing dress- 
ings, the Water Sterilizer is preparing two and a 
half gallons of sterile water. 

The Cabinet has plenty of storage space for 
dressings and towels, as well as a drawer for in- 
struments. A neat pilot light illuminates the in- 
terior and tells you whether Sterilizers are on 
or off. 

Complete details of the 1416-S and other 
Lincoln Models gladly mailed on request. 


THE PELTON & CRANE COMPANY 
Detroit, Michigan 


PELTON 


Indestructible Sterilizers 


ALLERGY 


Asthma, Hay Fever 
Urticaria, and Allied Mani- 
festations of Reaction 


By W. W. Duke, PH.B., M.D. 
Kansas City, Mo. 


The Second Edition Is Now Ready 


This New Book Will Show You How to 
Treat Your Hay Fever and Asthma Cases 
in the Most Scientific Manner 


The fact that a new edition of Duke’s 
epoch-making work on Allergy—‘Asthma, 
Hay Fever, Urticaria and Allied Manifesta- 
tions of Reaction” has been called for by 
the medical profession of America and 
abroad in less than nine months, speaks well 
for the popularity of this book. Duke’s work 
on this subject is known wherever medicine 
is practiced and taught. He presents the 
subject in plain everyday English so that 
you can understand it, and gives you the 
viewpoint of an internist rather than that of 
a specialist on the subject. 


There are over 340 pages, with seventy- 
five original illustrations in the text. The 
book is beautifully printed and bound. The 
bibliography has been brought right down 
to date and contains references to practi- 
cally all the literature on the subject. 


Clip and mail this coupon today! 











C. V. Mosby Co.—Medical Publishers, 
3523-5 Pine Blvd., St. Louis, Mo. 
Send me a copy of 2nd Edition of Duke on Allergy. 
(1 I enclose check for $5.50. 
C] Charge to my account. 
(Cross out one) 


Name. 


Street 2 1 wean gi eeeblehcean 


City Sy > MIE a cr eeetanaicocons 
(Sou. Med. Jour.) 
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SPECIFY 
GILLILAND BIOLOGICAL PRODUCTS 


Sold to the Physicians of Alabama at special prices under contract with the 
Alabama State Board of Health 


ANTITOXINS 


Diphtheria Antitoxin Tetanus Antitoxin 
Searlet Fever Antitoxin 


SERA 


Antimeningococcic Serum 

Antipneumococcic Serum 

Antistreptococcic Serum 
Normal Horse Serum 


VACCINES 
Catarrhalis Vaccine Pertussis Vaccine 
Gonococcic Vaccine Pneumococcic Vaccine 
Influenza Vaccine Staphylococcic Vaccine 
Typhoid Vaccine Streptococcic Vaccine 


Typhoid-Paratyphoid Vaccine 
Rabies Vaccine (Pasteur Method) 
Vaccine Virus (Smallpox Vaccine) 


MISCELLANEOUS PRODUCTS 


Tuberculins Culture Media 
Schick Test Silver Nitrate Solution 
Diphtheria Toxin-Antitoxin Mixture 





Your State Distributor will supply you with Gilliland State Board of 
Health products. If there is no Distributing Station accessible, send 
your orders-direct to the Alabama State Board of Health, Montgomery, 


Alabama. 








THE GILLILAND LABORATORIES 
Marietta, Pa. 


U. S. Government License No. 63 
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ILETIN (INSULIN, LILLY) 


The First Preparation of Insulin Commercially 
Available in the United States; Five Years 
on the Market; Pure—Stable—Uniform 


RS 


TETANUS ANTITOXIN, LILLY 


A Thoroughly Dependable, Highly Refined Anti- 
toxin, Accurately Standardized, Small in Bulk, 


An Improved and Convenient Syringe 
RS 


EPHEDRINE SULPHATE, LILLY 


For Topical, Oral, Subcutaneous and Intramuscu- 
lar Use in Hay Fever, Asthma and Other Allergic 
Affections; Physiological Dose Small; Action More 
Sustained than Epinephrine 
Supplied in Pulvules, Ampoules, Solution and 
the Powdered Alkaloid 


EY 
Physicians’ Inquiries Invited 
ELI LILLY AND COMPANY 


Research and Producing Chemists 
INDIANAPOLIS, U. S. A. 


Established 1876 
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The hypnotic 
constituent of 


ALLONAL 
“Roche” 


dissolved in a 
pleasant vehicle ,.. 


Elixir Alurate “Roche” 


Elixir Alurate to the profession -— have 























4 In offerin ng 
been guided by repeated requests for a liqui d form 
of the hypnotic constituent of Allonal “Roche”. 


Each fluid drachm of this palatable new Elixir con- 
tains 14 gr. of allyl-isopropyl-barbiturate. 


q Elixir Alurate is hypnotic and sedative, very effec- 

tive, quick in action and not habit forming. Like 
Allonal, it seldom gives rise to the by-effects which 
so frequently follow the older hypnotics. Unlike 
Allonal, it is not sufficient in cases of pain, for it 
has no specific analgesic properties. 


@ Elixir Alurate is ideal in all cases where tablet or 
powder dosage is impractical. It is a splendid seda- 
tive or hypnotic for children and can be given readily 
in milk. It has already been reported, by one of the 
largest psychiatric clinics in New York, the most effec- 
tive hypnotic yet used for the control of mental cases. 


Devoid of coal-tar derivatives 


Write for a sample supply and full information 
with indications and dosage 








The Hoffmann-La Roche Chemical Works 
Makers of Medicines of Rare Quality 
19 CLIFF STREET NEW YORK 








— 
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Brewers’ Yeast-Harris 


Pasteurized 


Does not Ferment in 


the Stomach. 





For years, we have supplied medicinal brewers’ yeast and concentrate to uni- 
versities, colleges, experiment stations and the U. S. Public Health Service, for studies 


in nutrition and for clinical practice. 


Brewers’ Yeast-Harris is a dry granular powder. 
in all climates, at all seasons of the year. 


room temperature, 


It can be shipped or stored 
It keeps indefinitely, in a dry place, at 





Yeast-Harris to the diet. 





The U. S. Public Health Service has recently announced 
the improvement and cures of 26 cases of pellagra in the 
Georgia State Sanitarium, with the addition of Brewers’ 





Dr. Geo. R. Cowgill, Yale Univ., has shown 
improvement in appetite, when small amounts 
of Yeast Vitamine-Harris are fed. 


Yeast Vitamine-Harris Tablets are indicated in 
convalescence or typical anorexia. 


Lactation is stimulated and milk secretion in- 
creased by feeding liberal amounts of Yeast 
Vitamine-Harris Tablets, according to report 
Dr. Barnett Sure, Univ. of Ark. 


H. J. Gerstenberger, Lakeside Hospital, Cleve- 
land, Ohio, reported a series of cases of 
Herpetic Stomatitis and Herpes Labialis, cured 
with addition of Yeast Vitamine-Harris Tab- 
lets to the regular diet. 


Goldberger and Tanner, U. S. P. H. Service, 
reported cures of black tongue in dogs, when 
fed Brewers’ Yeast-Harris (medicinal). 


The Connecticut Experiment Station and U. S. P. H. Service have 
shown the superiority of brewers’ yeast over bakers’ yeast, as a source 
of Vitamine-B and as a cure for specific disease. 


Sample bottle of yeast or Yeast Vitamine Tablets. To physicians only . . $1.00 each 


THE HARRIS LABORATORIES 


Tuckahoe, New York 
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X-Ray Standards that 


are Your Standards 


pate: has the Victor X-Ray Corporation considered 
itself solely a manufacturer of X-Ray equipment. Its 
aim has always been to play a leading part in the advance- 
ment of roentgenological technique, thru the develop- 
ment of new improved apparatus which makes this possible. 

Thus the quality of Vicor X-Ray equipment is per- 
haps noteasily explained except when this attitude of the 
Victor X-Ray Corporation is taken into consideration. If 
you hear it said that Victor X-Ray apparatus is better 
than necessary, remember that we have developed this 
equipment in cooperation with medical science. The 
standards of the roentgenologist have guided us—rather 
than the question of a large or small profit. 

Victor research—from which some of the outstanding 
developments in X-Ray apparatus have resulted—is simply 
the manifestation of our ambition to be of service to the 
medical profession. Thirty-three branches, advantage- 
ously placed, make it possible for the Victor users to 
share to the utmost in all that Victor has to offer. 

Write for address of Victor Branch nearest you. 


VICTOR X-RAY CORPORATION 
2012 Jackson Boulevard, Chicago 
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THE JEFFERSON MEDICAL COLLEGE OF PHILADELPHIA 
One Hundred and Third Annual Session Begins September 21, 1927, and Ends June 2, 1928, 


FOUNDED 1825. A CHARTERED UNIVERSITY SINCE 1838. Graduates number 14,769, nearly 6,000 of 
whom are active in medical work in every state, and many foreign countries. 

FACILITIES: Separate Anatomical Institute; teaching museums; free libraries; unusual and superior clinica] 
opportunities in the Jefferson Hospital, Jefferson Maternity, and Department for Diseases of the Chest. A 
16-story addition to the Jefferson College Hospital, containing the new Clinical Amphitheater, the Maternity 
Department, and the new Clinical Laboratories, was opened in November, 1924. These buildings are all 
owned and controlled by the College. Instruction privileges in six other hospitals. 

FACULTY: Eminent medical men of national reputation and unusual teaching ability. 

ADMISSION: Not less than thrée college years leading to a degree in science or art, including specified science 
and language courses. Preference is given to those who have completed additional work. 


APPLICATIONS should be made early. 
ROSS V. PATTERSON, M.D., Dean 








GRACE LUTHERAN SANATORIUM 
FOR TUBERCULOSIS 


San Antonio, Texas 


A MODERN institution in beautiful San 
Antonio. Climate unexcelled the year 
round for treatment of tuberculosis. Pri- 
vate rooms with bath and sleeping porch; 
individual cottages; high-class accommoda- 
tions; Radiographic and Fluoroscopic serv- 
ice; complete medical staff; moderate rates. 


For booklet and information address 


REV. PAUL F. HEIN, D.D., Supt., 
P. O. Box 214 
SAN ANTONIO, TEXAS 























Postelle-Larkey Clinic 


Long Distance Phones: Walnut 7270-Walnut 7154 
947 W. 13th St., Oklahoma City, Okla. 


This Clinic is confined strictly to internal medicine, and especially to gastro-enterology 
and nutritional diseases; diseases of the heart and circulatory system and the ductless 
glands. Specially equipped laboratories are maintained for the working out of these 
cases and in charge of specially trained technicians for this class of work. 

Dr. J. M. Postelle, Diagnosis and Gastro-Enterology; Dr. Walter A. Lackey, Diseases of the Heart; Myron 
8. Gregory, M.A., M.D., Psychiatry and Nervous Diseases; Charles D. Blachly, B.S., M.D., Gastro Intestinal 


Diseases; Mrs. Grace Smith, R.N., Superintendent; Mrs. Grace Marshall, Superintendent of Laboratories; 
Mrs. Sadie Struble, Secretary-Treasurer. 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES 
AND SELECTED CASES OF ADDICTION 


Hill Crest Sanitarium is ideally located on the crest of Higdon Hill on the proposed Scenic Highway 


overlooking the city. All modern conveniences. Separate building for convalescent women patients. 
Several acres of well shaded lawn. Adequate nursing service maintained. 
JAS. A. BECTON, M.D., Physician in Charge Consultants: 
ie B. L. W me FO 
P. O. Box 96, Woodlawn, Birmingham, Ala. H. S. Ward, M.D., 
Phone Woodlawn 1200 C. M. Rudulph, M.D. 











8AM E. THOMPSON, M.D. H. Y. SWAYZE, M.D. WM. R. FICKESSEN, M.D. 














Main Building. There are 36 Cottages with Modern Conveniences 


THE THOMPSON SANATORIUM 


FOR THE TREATMENT ‘i ae OF 
TUBERCULOUS PATIENTS 
KERRVILLE X-Ray and Laboratory Graduate Nurses TEXAS 


Ideal all year climate. Seventy-five miles northwest of San Antonio—1400 feet higher 

















14 SOUTHERN MEDICAL JOURNAL May 1927 














THE PRICE SANATORIUM (Sito trxas. 

EL PASO, TEXAS 
A high-class, modern, new institution for the treatment of all forms of tuberculosis; all approved methods of treat- 
ment used. Dry mountain climate, altitude 4000 feet, rainfall 9.12 inches; 335 sunshiny days, average humidity .40. . 


Rates, private room and porch, $22.50 to $30.00 per week. Quartz light therapy. Booklet on request. Address 
E. D. PRICE, M.D., Medical Director 204 Roberts Banner Bidg., El Paso, Tex. 











+ VAUGHAN MEMORIAL HOSPITAL 


SELMA, ALABAMA 


Private General Hospital—Group System 
On A. C. 8S. list of Approved Hospitals 








She 


OXFORD RETREAT 





FOR OXFORD, OHIO STAFF 

N Dr. F. G. Dubose, Dr. C. C. Elebash, Dr. D. H. 
ervous Doherty, Dr. W. W. Burns, Dr. S. Kirkpatrick, Dr. J. 
and S. Chisolm. Miss Ruth Davis, R.N., Supt.; Miss P. 
Davis, R N., Asst. ge | —_ = a 
i Technician; Miss Juliette Hamilton, Dietitian; Miss 
Mild Mental Cases G. Davis, Gen’l. Sec’y.; Miss E. Neely, Historian; 

R. HARVEY COOK Miss Marie Saner, R. N., Instructress of Nurses. 
Physician in Chief DEPARTMENTS: Surgery, Gynecology, Obstetrics, 

. an ‘ Urology, Medicine, Pediatrics, Eye, Ear, Nose 

Write for Descriptive Circular and Throat, X-Ray, Radium. 














DR. STOKES SANATORIUM 


ALCOHOLISM, DRUG ADDICTION, MENTAL AND NERVOUS DISEASES 


A strictly modern Ethical Sanatorium, fully equipped for the scientific treatment of all nervous and mental affec- 
tions. Rates, $25.00 per week and upwards. This includes private room, board, general nursing, tray service and 
medical supervision. Separate apartments for male and female patients. Our treatment for Alcoholics is one of 
Gradual Reduction and Elimination which destroys the craving for alcohol. Our drug treatment is one of Gradual 
Reduction which builds the patient up physically while being reduced, restores their appetite and sleep and relieves 
their constipation. We recommend routine examinations in all cases. Location retire’ and accessible. Long distance 
phone: East. 1488. 


Hydro Therapy, Electro Therapy, Occupational Therapy, Laboratory Facilities 
T. N. WILLIS, M.D., Resident Physician E. W. STOKES, M.D., Superintendent 


923 Cherokee Road, LOUISVILLE, KENTUCKY [ 
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Clinic Offices and Laboratories The Annex 


GORGAS HOTEL-HOSPITAL 


Provides the comforts and luxuries of a resort hotel and the complete equipment of 
a modern hospital, including major and minor operating rooms; x-ray, clinical and 
metabolic laboratories; physiotherapy department, etc. SpEciAL DEPARTMENT OF 


DIETETICS. 
Leased and operated by the SEALE HARRIS CLINIC For THE DIAGNOSIS AND 
TREATMENT OF INTERNAL DISEASES. 


SCHOOL FOR DIABETICS 


Individual and group instruction is given to diabetics under treatment. Ordinarily a two 
weeks’ course is required, depending upon the severity of the case and the intelligence of the patient. 


SCHOOL OF PERSONAL HYGIENE 


Combined with the treatment in favorable cases of gastro-intestinal and nutritional diseases, 
cardio-vascular-renal (high blood pressure) cases, undernourished nervous patients; obesity, the thyro- 
pathies, the anemias, etc., special courses of group and individual instruction are given. Following 
the thorough PHYSICAL EXAMINATION OF HEALTHY ADULTS instruction in the prevention of chronic 
diseases is offered. This course includes dietetics for the normal individual. 

REAsonaBLE Rates. Every room in the Gorgas Hotel-Hospital has either a private or connecting 
bath, but the rates are reasonable—the same as in all first class hotels and hospitals. The ANNEX 
was recently opened. This building was formerly the Nurses Home and is connected by a closed cor- 
ridor with the Gorgas Hotel-Hospital. It provides a number of ward rooms, in some of which the 
rate for board, nursing, and usual hospital attention is $3.00 a day. No charge is ever made for pro- 
fessional services rendered physicians and the dependent members of their families, and special rates 
are given them in the Gorgas Hotel-Hospital. 

The Gorgas Hotel-Hospital is advertised only to the medical profession. 

Physicians are cordially invited to visit the Clinic and the Gorgas Hospital at any time. 


For further information address: 


THE SEALE HARRIS CLINIC or GORGAS HOTEL-HOSPITAL 


HIsHLAND AVENUE AT SYCAMORE STREET BIRMINGHAM, ALABAMA 
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THE POPE HOSPITAL 


Incorporated 


THIS IS A PIONEER INSTITUTION WITH 35 YEARS EXPERIENCE 


A modern hospital com- 
pletely equiped for the treatment 


of neurological and internal med- 


icine cases. 


A modern laboratory tests 
the blood, blood serum, gastric 
juice, biliary secretion by a blad. 
der drainage, feces, sputum, urine, 
spinal fluid, etc. 


Patients refered for diagnosis 
only, will be kept for the time 
necessary for the diagnosis and 
laboratory tests. 


Giving a complete diagnosis 


so as to find the underlying causes 





of the patients illness. 














ee ear tamed Sl Cooperation of the physician is always sought 
“re vin ially invVited to visit 
GALVANIC FARADIC and oe" cordially invVited to visit and see 
SINUSOIDAL HIGH FREQUENCY our methods. 
es sa seciaaineeil FOR FURTHER INFORMATION AND 
: ae RE WRITE TO 
Mechanical Vibration and all forms of light, LITERATU 
are some of the things it can do for the patients THE POPE HOSPITAL 
f. ed to it Incorporated 
pis stein LOUISVILLE, KENTUCKY 
We do not accept Insane, Morphine, or other ; 
— CURRAN POPE, M. D. 
Objectionable cases. M 











POTTENGER SANATORIUM, Monrovia, California 


For Diseases of the Lungs and Throat 


F. M. Pottenger, A.M., M.D., LL.D., J. E. Pottenger, A.B., M.D., Asst. Med. 
Med. Director Director and Chief of Laboratory 
Situated on the Southern slope of the Sierra Madre Mountains at an elevation of 1,000 feet. 
Winters delightful; summers cool and pleasant. Thoroughly equipped for the scientific 
treatment of tuberculosis. We have established, in connection with the Sanatorium, a clinic 
for the diagnosis and study of such non-tuberculous diseases as asthma, lung abscess and 
bronchiectasis. 
Address POTTENGER SANATORIUM, Monrovia, California, for particulars. 
Los Angeles Office: 1045-7 Title Insurance Building, 5th and Spring Streets. 


ALBUQUERQUE SANATORIUM 


Located in the heart of the great Southwest, the Land of Sunshine. Average annual rain- 
fall 7 inches. Altitude moderate. Albuquerque is the largest city in New Mexico and is 
served by the main line of the Santa Fe. 

The open-air hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- 
thorax and X-Ray Therapy under the direction of a staff of 5 physicians specially trained 
in Internal Medicine. Special facilities for Sun Baths. 

Private sleeping-porches, baths, bungalows and modern fire-proof buildings. 


On request information will be given concerning accommodations available. 


W. A. GEKLER, M. D., Medical Director 
A. L. Hart, M.D. H. P. Rankin, M:D. B. J. Weigel, M.D. 
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STUART CIRCLE HOSPITAL, Richmond, Va. 














STA FF 
General Surgery: Obstetrics : Internal Medicine: Ophthalmology, Oto-Laryngology: 
Stuart N. Michaux, M.D. Greer Baughman, M.D. Alex G. Brown, Jr., M.D. Clifton M. Miller, M.D. 
Charles R. Robins, M.D. Ben H. Gray, M.D. Manfred Call, M.D. R. H. Wright, M.D. 


With consulting offices for the staff, laboratories, surgical and obstetrical operating rooms, equipment for the treat- 
ment of medical cases and a training school for nurses the STUART CIRCLE HOSPITAL is a modern standard- 


ized hospital for private patients. 
CHARLOTTE PFEIFFER, R. N., Superintendent. 














Mount Regis Sanatorium 
SALEM «aie ae VIRGINIA 


Twixt the Alleghany and Blue Ridge Mountains of Virginia 
A modern, thoroughly equipped, private institution for the treatment of early and moderately advanced tuberculosis. 
Complete Laboratory Equipment, X-Ray, Alpine Sun Lamp, Artificial Pneumothorax. Physicians in constant 


attendance. Training School for Nurses with affiliation with general hospital. 

EVERETT E. WATSON, M.D., ARS . R. L. BRADLEY, Business Manager 

CHURCHILL ROBERTSON, M.D., } Physicians in Charge MISS ORA WIGFIELD, Supt. of Nurses. 
Descriptive booklet on request. 
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VON ORMY COTTAGE SANITORIUM ¥# he Textment of theres 
oe eee Cee F. C. COOL, Assistant Manager R. G. MeCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at 
moderate rates. For Booklet and other information please address the Manager. 








HUSH W. FRIDCY, M.D. 


WALTER R. WALLACE, M.D. 














MEMPHIS, TENN. 
(SUCCEEDING THE WALLACE-SOMERVILLE SANITARIUM) 
For the Treatment of Drug Addictions, Alcoholism, Mental and Nervous Diseases 
Located in the Eastern Suburbs of the City—Sixteen Acres of Beautiful Grounds 
All Equipment for Care of Patients Admitted 
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CITY VIEW SANITARIUM 
(Established 1907) 


For MENTAL and NERVOUS DISEASES and ADDICTIONS 


Moved to its new location July 1, 1922 
An entirely new plant has been erected 


Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated in the midst of a fifty-acre tract, and surrounded by large 
grove and attractive lawns. Two resident physicians. Training school for nurses. 


References: The medical profession of Nashville 

JOHN W. STEVENS, M.D., Physician-in-Charge 
NASHVILLE R. F. D. No. 1 TENNESSEE 
On Murfreesboro Pike, one-half mile east of old location. 














BRAWNER’S SANITARIUM 


ATLANTA, GEORGIA 


A modern neuropsychiatric hospital with special 
laboratory facilities for the study and treatment 
of early cases. Also a department for the treat- 
ment of drug and alcoholic addictions. 

The Sanitarium is located on the Marietta Elec- 
tric Car Line ten miles from the center of At- 
lanta, near Smyrna, Ga. The grounds comprise 80 
acres. The buildings are steam heated, electrically 
lighted, and many rooms have private baths. 

Address communications to Brawner’s Sanita- 
rium, Smyrna, Ga., or to the city office, 157 
Forrest Avenue, N. E., Atlanta, Ga. 


Dr. Jas. N. Brawner, Medical Director. 
Dr. Albert F. Brawner, Resident Physician. 


















ARLINGTON HEIGHTS SANITARIUM 


P.O. BOX 978. FOuKT WORTH. TEXAS 





For Nervous Diseases and 
Selected Cases of Menta! Dis- 
eases. 

(Incorporated under laws of 

Texas) 

BRUCE ALLISON, M. D. 
Superintendent 


JAS. D. BOZEMAN, M. D. 
Resident Physician 


DRS. W. L. ALLISON 
and JNO. S. TURNER 








Consultants 
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Yarbrough’s Dietetic Sanatorium 
21 South Jackson St. 
MONTGOMERY, ALABAMA 











CHRONIC DISEASES ONLY 


Chronic Dysentery Chronic Diarrhoea Nervous Indigestion Gastric Ulcer 
“Bright’s Disease” High Blood Pressure Chronic Rheumatism 
Ideal Environment for Nervous Patients 
Pellagrins in Separate Building. No Infectious Cases Accepted. 
Adequate Night Nursing Staff Maintained. Rate Reasonable. 
Highest Elevation in the City. Above Noise of Traffic. Two Blocks East of Capitol. 








WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all- 
the-year-round health resorts of the world, where climate, air, water and scenery 
are unsurpassed. Five separate buildings, thoroughly modern, afford ample 
facilities for the classification and separation of patients. 


Treatment is limited to Nervous and Mental Diseases, Selected Cases of 
Alcoholic and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage exten- 
sively used. The two physicians in charge reside in the Institution and devote 
their entire time to the care and treatment of the patients. 

For information and booklet write Drs. Griffin and Griffin. 
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CHESTNUT LODGE 


ROCKVILLE, MARYLAND 
Near Washington, D. C. Baltimore & Ohio Railroad and Electric Line from 
Washington 
This sanitarium under experienced management offers superior advantages for the 
treatment of patients suffering from Nervous and mild Mental Diseases, and for elderly per- 
sons needing skilled care and nursing; combining the equipment of a modern Psychopathic 


Hospital with the appointments of a refined home. The Hydrotherapy Department is com- 
plete in every detail, including the Nauheim Baths for Arteriosclerosis, Heart and Kidney 


Diseases. 
DR. E. L. BULLARD, Physician-in-Charge 
DR. DEXTER M. BULLARD, Assistant Physician 











THE WINYAH SANATORIUM 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Inc. 
Established in 1888 by Dr. Karl von Ruck 
ASHEVILLE, N. C. 


Medical Staff: Dr. R. E. Flack, Dr. Edw. W. Schoenheit, Dr. Louis Dienes 


A modern and _ completely 
equipped institution for the treat- 
ment of tuberculosis. High-class ac- 
commodations. Strictly scientific 
me‘hods. For particulars and rates 
write to 


WM. A. SCHOENHEIT, 


Business Manager. 





(Please mention this Journal) 























INGE-BONDURANT SANATORIUM 232i 





Beautifully and conveniently located opposite Ryan Park 


Neuropsychiatry and Internal Medicine Surgery 
Dr. E. D. Bondurant, Dr. E. S. Sledge Dr. F. M. Inge 


A private general hospital. Specially equipped for and adapted to the diagnostics and treat- 
ment of neuropsychiatric and internal medical conditions. Adequate facilities for surgical 
and obstetrical cases. Complete radiologic, clinical pathologic, physiotherapy and dietetic 
departments. Troublesome insane or otherwise objectionable patients not received. 


W. H. THOMPSON, Radiologist MISS MARTHA MARSH, Clinical Pathologist 
MISS S. M. BROWN, R.N., Supt. of Nurses MRS. A. M. NABORS, Superintendent 
STANDARD TRAINING SCHOOL FOR NURSES ; 
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lhc SPRINGS SANITARIUM 


For the Care and Treatment of 
NERVOUS DISEASES 
Building Absolutely Fireproof 
BYRON M. CAPLES, M.D., 
Medical Director 
FLOYD W. APLIN, M.D. 

L. H. PRINCE, M.D. 
Waukesha, - - Wisconsin 




















THE 
MARTIN 
CLINIC 


Dugan-Stuart Bldg. 
HOT SPRINGS, ARKANSAS 





oa 


ere 


THE HENDRICKS. LAWS DR. E. A. PURDUM 
SANATORIUM Chief of Staf 


DR. W. G. KLUGH 
El Paso, Texas DR. W. F. PORTER 





Chas. M. Hendricks, James W. Laws, 
Medical Directors 


DR. P. Z. BROWNE 


A modern and thoroughly equipped pri- DR. C. W. JENNINGS 
vate institution for the treatment of all W. J. FORD 
forms of tuberculosis, located at an ideal A dl 
point, where atmospheric conditions ap- Roentgenology 
proach perfection in the treatment of such C. W. ABEL 
disorders. For full information, address es ci 
T. B. Craft, Business Manager. Clinical Pathology 

Altitude 4,000 feet. Percentage of Humidity .40 


335 Sunny Days. Average Rainfall 9.12 inches. 


SAINT ALBANS ee 


RADFORD, VA. 














MEDICAL STAFF: 


J. C. King, M.D. 
John J. Giesen, M.D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and 
treatment of medical, neurological, mild 
mental and addiction cases. Ideal lo- 
sation, 2000 feet above sea level. Rates 
reasonable. Railway facilities excellent. 
Write for full details. 






































Vol. XX No. 5 SOUTHERN MEDICAL JOURNAL 23 














LYNNHURST SANITARIUM 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 


Situated in the suburbs of Memphis in a natural park comprising 28 acres of beautiful woodland and 
ornamental shrubbery. Modern and approved methods in construction and equipment. Sanitary plumb- 
ing, low-pressure steam heat, electric light, fire protection and an abundance of pure water. The ele- 
gance and comforts of a well appointed home. Rooms single or en suite with private bath. Facilities 
for giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced 
nurses and house Physician. An improved treatment for Opium-Morphin Addiction. 

S. T. RUCKER, M. D., Director Medical Department 


Memphis, Tenn. Bell Telephone Connections 




















KENILWORTH SANITARIUM 


(Established 1905) 
KENILWORTH, ILLINOIS 
Cc. & N. W. Railway, 6 miles North of Chicago 
Built and equipped for the treatment of nervous 
and mental diseases. Approved diagnostic and 
therapeutic methods. An adequate night nursing [s 
service maintained. Sound-proofed rooms with 
forced ventilation. Elegant appointments. Bath 
rooms en suite, steam heating, electric elevator, 
electric lighting. 
Resident Medical Staff: 
SHERMAN BROWN, M. D. 
MABLE HOILAND, M. D. 
SANGER BROWN, M. D. 
Consultation by appointment only. 
All correspondence should be addressed to 
Kenilworth Sanitarium, Kenilworth, Ill. 

















THE TUCKER SANATORIUM, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of Drs. Beverley 
R. Tucker and R. Finley Gayle 


The Tucker Sanatorium is for the treatment of nervous diseases. Insane and acute 
alcoholic cases are not taken. The Sanatorium is large and bright, surrounded by a lawn 
and shady walks and large verandas. It is situated in the best part of Richmond and is 
thoroughly and modernly equipped. There are departments for massage, medicinal exercises, 
hydrotherapy, occupation and electricity. The nurses are specially trained in the care of 

ervous cases. 
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Inc. 1873 


For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 


F. W. Langdon, M.D., 
Robert Ingram, M.D., 
Visiting Consultants 
D. A. Johnston, M.D., 


H. P. COLLINS, Business Manager 
Medical Director 


Box No. 4, College Hill 
CINCINNATI, OHIO 


The Cincinnati Sanitariome | 












WRB saean uae $¥ 
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“REST COTTAGE” College Hill, Cincinnati, Ohio 


For purely 


nervous 
nutritional er- 
rors and con- 
valescents, 


Completely 
equipped for hy- 
drotherapy, 
massages, etc. 


Cuisine to 
meet individual 
needs. 

F. W. Langdon 

“on 
Robert Ingram, 

Visiting 

Consultants. 


0. A. Johnston, 
M. D., Medical 
Director. 


P. Collins, 


nati, Ohlo 
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Richmond, Virginia. 


General Medicine 
Garnett Nelson, M.D. 
James H. Smith, M.D. 
Hunter H. McGuire, M.D. 
Margaret Nolting, M.D. 
John Powell Williams, M.D. 
Douglas G. Chapman, M.D. 


Pathology and Radiology 
S. W. Budd, M.D. 


Roentgenology 
A. L. Gray, M.D. 
J. L. Tabb, M.D. 


Urology 
Austin I. Dodson, M.D. 


McGuire Clinic 


ST. LUKE’S HOSPITAL 


Medical and Surgical Staff 





General Surgery 


Stuart McGuire, M.D. 

W. Lowndes Peple, M.D. 
Carrington Williams, M.D. 
Beverly F. Eckles, M.D. 


Orthopedic Surgery 


William T. Graham, M.D. 
D. M. Faulkner, M.D. 


Dental Surgery 
John Bell Williams, D.D.S. 
Guy R. Harrison, D.D.S. 


Eye, Ear, Nose and Throat 
Thomas E. Hughes, M.D. 














Hospital For General Diagnosis 
and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of the body metabolism and its relation to: 
diseased conditions is emphasized. 


The co-operation of physicians is invited. It is the 
Policy of the Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after diagnosis is made. 
Only at the request of the patient’s physician will 
any case be kept in the Hospital beyond the neces- 
sary period of observation. 


complete staff of skilled specialists in co-opera- 
on. 
For further particulars regarding rates, etc., write 


DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 


“Norway” Hospital for General Diagnosis 
and Nervous Diseases. 











THE TORBETT SANATORIUM 
AND DIAGNOSTIC CLINIC 


With the Majestic Hotel and Bath House and the 
Bethesda Bath House. 

















Three thoroughly modern institutions under the same 
roof. All recognized methods of physiotherapy, die- 
tetics, x-ray, and laboratory are utilized. A graduate 
experienced physician in charge of each department 
aided by trained nurses and assistants. Water similar 
in composition and properties to the famous Carlsbad. 
We also have a chartered Nurses’ Training School em- 
phasizing Physiotherapy. 


Staff 
J. W. Torbett, B.S., M.D., Supt., Diagnosis and In- 
ternal Medicine. 
O. Torbett, Ph.G., M.D., Asst. Supt., Diagnosis and In- 
ternal Medicine. 
Edgar P. Hutchings, M.D., Eye, Ear, Nose and Throat. 
J. B. White, Ph.C., M. D., Urology and Syphilology. 
F. A. York, M.D., Roentgenology and Gastro-Enterology. 
Howard Smith, M.D., Physician and Surgeon. 
S. A. Watts, M.D., Internist. 
Cromwell Rogers, M.D., Pathology. 
S. P. Rice, M.D., M. A. Davidson, M.D., Obstetrics 
and General Practice. 
H. H. Robertson, D.D.S. 
Miss Sarah Kirvin, R.N., Supt. of Nurses & Dietetics. 
Miss Mary Valigura, R.N., Supt. Surgical Dept. and 
Physiotherapy. 
For further information, write for folder to 
TORBETT SANATORIUM, MARLIN, TEXAS 
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Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF 
DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
OF AN ADDITION TO THE INSTITUTION OF TWO BRICK BUILD- 
INGS—ONE FOR MEN AND ANOTHER FOR WOMEN. 


embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 
Rooms may be had single or en suite, with or without private baths. Small cottages, suitable 
for one patient, are also available. 


Treatment is limited to Nervous Disorders, mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rat’onal treatment of such patients. 


ee HE PLANT now consists of nine separate buildings situated in the midst of grounds which 





Life in the out-of-doors, combined with properly selected work for each patient, constitutes an 
important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 


BOOKLET UPON REQUEST 








DR. MOODY'S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addiction 
and Nervous Invalids Needing Rest and Recuperation. 


Established 1903. Strictly ethical. Location delightful summer and win- 
ter. Approved diagnostic and therapeutic methods. Modern clinical lab- 
oratory. Seven buildings, each with separate lawns, each featuring a 
small separate sanitarium, affording wholesome restfulness and recrea- 
tion, in doors and out doors, tactful nursing and homelike comforts. Bath 
rooms en suite, 100 rooms, large galleries, modern equipment, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful 
park, Government Post grounds and Country Club. 


T. L. MOODY, M.D., J. A. McINTOSH, 
Supt. and Res. Physician. Res. Physician. 

















Vol. XX No. 5 


SOUTHERN MEDICAL JOURNAL 


27 








South Mississippi 
Infirmary 


Established 1901 
Standardized 


GENERAL HOSPITAL 


RADIUM AND X-RAY CLINIC 


W. W. CRAWFORD, M.D. 
Surgeon-in-Chief 


HATTIESBURG, MISSISSIPPI 


DRS. KEITH & KEITH 


746 Francis Bldg. 


Modern equipped X-Ray Laboratories 
at 
Office and Hospitals for 
Diagnosis and Therapy 


An ample supply of Radium 
for the treatment of superficial and deep 
lesions in which radium is indicated 


J. PAUL KEITH D. Y. KEITH 


Louisville, Ky. 











X-RAY AND CLINICAL 
LABORATORIES 


Radium and Deep 
X-Ray Therapy 
Dermatology 


DRS. 
MARCHBANKS & CROWELL 


527-535 Volunteer Bldg., 
CHATTANOOGA, TENNESSEE 











St. Elizabeth’s Hospital 
RICHMOND, VA. 


Staff 


J. Shelton Horsley, M.D., Surgery and Gynecology 
J. S. Horsley, Jr., M.D., Surgery and Gynecology 
Wm. H. Higgins, M.D., Internal Medicine 

O. O. Ashworth, M.D., Internal Medicine 
Austin I. Dodson, M.D., Urology 

Fred M. Hodges, M.D., Roentgenology 

Helen Lorraine, Medical Illustration 

Thos. W. Wood, D.D.S., Dental Surgery 


Administration 
Business Manager 


SCHOOL FOR NURSES 


The Training School is affiliated with Johns 
Hopkins Hospital in Baltimore for a _ three 
months’ course, each, in Pediatrics and Ob- 
stetrics. A course in Public Health Nursing is 
given as an elective in the Senior year at the 
Richmond School of Social Work and Public 
Health which is a department of William and 
Mary College. All applicants must be graduates 
of a high schocl or have the equivalent educa- 


tion. 
Address 


HONORIA MOOMAW, R.N., 


Superintendent of Hospital and 
Principal of Training School. 


N. E. Pate 
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THE STEWART HOME TRAINING SCHOOL, Frankfort, Ky. 
For the Care and Training of MENTALLY DEFECTIVE CHILDREN 


Expert training, mental development 
and care by specially trained teachers, 
nurses and physician who has devoted 
his life to the study and treatment of 
cases of arrested mental development. 

Delightfully located in the beautiful 
blue grass region of Kentucky. Five 
hundred acres of lawn and woodland 
for pleasure grounds. Seven elegantly 
appointed buildings, electrically lighted 
and steam heated. Highly endorsed by 
prominent physicians. Write for de- 
scriptive catalogue. Address 


DR. JOHN P. STEWART 
Box M, Frankfort, Ky. 











WASHINGTON RADIUM AND X-RAY LABORATORY 
S WASHINGTON, D.C. 


C. AUGUSTUS SIMPSON, M.D. H. F. ANDERSON, M.D. 


DERMATOLOGY 
RADIUM AND X-RAY THERAPY 


Radium in sufficient quantity to treat any form of malignancy at our disposal. Massive 
X-Ray Therapy. Fulguration. Kromayer and Alpine lamps in skin lesions. 














Greensboro, 


Glenwood Park Sanitarium, nonrCircine 


SUCCEEDING TELFAIR SANITARIUM 





The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS—Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions by the use of regular and wholesome diet, pure air, 
sunlight, and exercise, with such other remedies as are calculated to assist nature in the work of 
restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has proven it in- 
valuable in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habit, 
and those nervous affections due to uterine or Ovarian disorders. 

For further particulars and terms, address W. C. ASHWORTH, M.D., Superintendent. 
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MEDICAL COLLEGE of VIRGINIA 


University College of Medicine 
Medical College of Virginia 
(Consolidated, 1913) 


Schools of 
MEDICINE, DENTISTRY, PHARMACY, 
NURSING 


Modern laboratories and equipment. Extensive dis- 
pensary service; hospital facilities, furnishing 400 
clinical beds; individual instruction; experienced 
faculty; practical curriculum. For general catalog, 
address 


J. R. McCAULEY, Secretary-Treasurer 
1112 East Clay Street Richmond, Virginia 








The New York Skin and Cancer Hospital 


SPECIAL POST GRADUATE INSTRUCTION 
For Graduates In Medicine 


WHI be given as follows 


1—Hospital and Dispensary instruction, diagnosis 
and treatment of diseases of the skin. 

2—Instruction in syphilis—diagnosis, laboratory 
work and treatment. 

8—Instruction in X-ray Therapy. 

4—Laboratory instruction in The pathology of 
skin diseases and new growths, including 
clinical methods for the demonstration of 
the commoner parasites. 

5—Hospital and dispensary ee in the 
surgical treatment of canc 


Apply to Seuaviniianiines 
301 E. Nineteenth Street, NEW YORK CITY 


Ambler Heights 
Sanitarium 


Conducted for incipient and 
convalescent tuberculous cases. 


ASHEVILLE, N. C. 


Equipment and methods rated (monthly 
average) 99% by the Asheville Board of 
Health for four years. Booklet and in- 
formation upon request. 


Address 


DOCTORS AMBLER & AMBLER 
P. O. Box 1861, Asheville 











RADIUM AND X-RAY 
LABORATORY 


in Connection With 


DRS. GAMBLE BROS., 
MONTGOMERY & CO. 


Greenville, Miss. 


A thoroughly equipped X-Ray Lab- 
oratory and an ample supply of Ra- 
dium for the treatment of all condi- 
tions in which Radium is indicated. 


Address all communications to 
DR. ROBT. C. FINLAY, Director 


Greenville, Miss. 


RADIUM THERAPY 


in connection with 


NEWELL & NEWELL 


Sanitarium 


705-707 Walnut St., Chattanooga. Tenn. 


An ample supply of Radium for the treat- 
ment of all conditions in which Radium is 
indicated. 


SANITARIUM STAFF 


E. T. Newell, B.S., M.D. 

E. D. Newell, B.S., M.D. 

J. Marsh Frere, M.D. 

E. R. Campbell, B.S., M.D. 
J. J. Armstrong, B.S., M.D. 
W. H. York, B.A., M.D. 

J. 8. Bobo, M.D. 
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THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America.) 








We Announce 
FOR THE GENERAL PRACTITIONER 
A combined course comprising 


INTERNAL MEDICINE SURGERY 

PEDIATRICS NEURO-SURGERY 
GASTRO-ENTEROLOGY UROLOGY 
DERMATOLOGY OPHTHALMOLOGY PROCTOLOGY 
NEUROLOGY OTOLOGY GYNECOLOGY (Surgical- 
OBSTETRICS RHINOLARYNGOLOGY Medical) 


PHYSICAL THERAPY 
PATHOLOGY AND 
BACTERIOLOGY 


ORTHOPEDIC SURGERY 
TRAUMATIC SURGERY 
THORACIC SURGERY 








FOR INFORMATION ADDRESS 


EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK CITY 

















POST GRADUATE COURSES 
In All Branches For 
PHYSICIANS AND 

SURGEONS 


LABORATORY AND X-RAY 
TRAINING FOR PHYSICIANS 
AND TECHNICIANS 


Graded Courses in 
EYE, EAR, NOSE AND 
THROAT 


For Further Information Address 


POST GRADUATE HOSPITAL 
AND MEDICAL SCHOOL 


2400 S. Dearborn St. Chicago, Illinois. 








The Tulane University 


of Louisiana 


GRADUATE SCHOOL of MEDICINE 


Reorganized to meet the requirements 
of the Council on Medical Education of 
the A.M.A., and new men added to the 
Faculty in every department. 

The fortieth session began on Monday, 
October 18, 1926, with a four weeks’ 
clinical course which was followed by 
four courses of six weeks each of clin- 
ical and didactic work, and the school 
will close with a four weeks’ clinical 
course ending June 4, 1927. 

In addition to the short courses which 
have been ‘arranged to cover the work 
in each department in a systematic and 
intensive manner, courses leading to a 
degree have also been instituted. 


For information address 
Dean, Graduate School of Medicine 
1551 Canal Street New Orleans 
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Nem York Post-Graduate 
Medical School and Hospital 





Combined Course in Diseases of 


EYE, EAR, NOSE AND THROAT 
Will Begin June Ist 


For further information, address 


THE DEAN, 306 East 20th Street, New York City. 








ts > Wourses tur Physwians 
University | Regular Graduate Medical Courses of One to Three Years’ Duration, Leading to Appropriate 
Certificates or Graduate Medical Deyrees in tie following separately organized and conducted 
of Clinical and Medical Science Departments: 

Internal Medicine, Pediatrics, Neuropsychiatry, Dermato ogy-Syphilology *Radiology, Surgery, 
* Gynecology-Obstetrics, Orthopedics, Urology, Ophthalmology, Otolaryngology, *Biochemistry, 

Pennsylvania | *Anatomy, *Physio‘ogy, *Pathology, *Bacteriology-Immunology, *Pharmacolozy. 
| In every course the registration quota is limited. All o! the stated Regular Courses begin 
pr ee ae } annually in mid-October except in the cases of departments designated by the asterisks, 
wherein the courses begin whenever vacancy occurs in the quota. A ‘‘year’’ is thirty-two or 


wate | more weeks, according to the department concerned. 
Grad Srhool | Certain briefer Special Courses (special subdepartmental subjects) are also available, as follows: 
of Medicine Tuberculosis, Clinical and Sociologic: Cardiolozy, Gastroentero!o:y; Protein Senvitization, Para- 


sito‘ogy and Tropical Medicine; Diabetes. Mellitus, Arterial Hypertension and Obesity; E‘ectro- 
therapeutics; Infant Feeding; Intubation: Clinical Psychiatry; Clinical Dermatology; Neuro- 
anatomy and Neuropathology; Neurootology; Operative Surgery and Surgical Anatomy; Anes- 
The Medico-Chirurgical | thesia; Orthopedic Diagnosis; Operative Orthopedics: Ophthalmic Operations; Ocular Peri- 
| metry: Ocular Musculature: Ocular Refraction: Larynzoscopy, Bronchoscupy and Esophagos- 

Callege | 


copy; Otologic (cadaver) Operations; Otolaryngolozic (cadaver) Operations; Clinical Blo- 
Address: Dean, Graduate School of Medicine, University of Pennsylvania, Philadelphia 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


AND 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, 
Biology and Physics, in addition to an approved four years high school course. 

Facilities for Teaching—Abundant laboratory space for equipment. Two large general 
hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 
which clinical teaching is done. 














For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 
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AT THE MENOPAUSE 


The distressing symptoms that so frequently accompany the climacteric, but more particularly the ag- 
gravated symptoms of the artificial menopause, are often controlled by the administration of 


LUTEIN TABLETS, H. W. & D. 
LUTEIN SOLUTION AMPULES, H. W. & D. 


The choice of the medication depends, of course, on the judgment of the physician as to whether oral or 
hypodermatic administration is indicated. Both products represent the 


CORPUS LUTEUM OF THE SOW 
unmodified by treatment with solvents or by exposure to temperatures above animal body heat in the 
drying process. All separation of extraneous matter is made by mechanical means and all drying is 
in vacuo. The unaltered corpus luteum should, therefore, be presented in our products and clinical experi- 
ence with them should demonstrate their therapeutic activity. 
Ovarian dysfunction as evidenced in dysmenorrhea and amenorrhea is also an indication for Lutein medi- 
cation, and if the diagnosis of such dysfunction is reasonably well established, definite therapeutic re- 


sults may be expected. 
WHOLE OVARY TABLETS, H. W. & D. 
OVARIAN RESIDUE TABLETS, H. W. & D. 


are also offered for those who prefer, for certain indications, the use of the whole gland or of the residue 
remaining after corpus luteum separation. 


LITERATURE FURNISHED Upon REQUEST 
H.W. & D—SPECIFY—H. W. & D—SPECIFY—H. W. & D—SPECIFY—H. W. & D. 


HYNSON, WESTCOTT & DUNNING 
BALTIMORE, MD. 


fal is 
ISION CORONALESS ROENVTGEN GENERATORS 


THESE GENERATORS 
Provide Avoid 


Constancy of wave form Ozone excessive 
Reliability and accuracy Nitrous Gas 
Greater skin safety Inconsistent results 




















The universal advantages of modern tubular aerials and sphere 3ap measurements 

are recognized by all. In Precision Roentgen Generators the sphere pap character 

istics or coronaless type of construction has been carried to its logical conclusion. 
Precision Coronaless Generators are available for all radiographic and therapy requirements. 


Write for interesting treatises~ “Precision Measurements in X-Ray” 
and ‘‘Coronaless X-Ray Apparatus’’, by Montford Morrison 


ACME-INTERNATIONAL X-RAY COMPANY 


719 West Lake Street Cable Address: INTERACME Chicago, U. S. A. 





Exclusive Manufacturers Under Morrison Patent No. 1,466,541 
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CLINICAL SIGNIFICANCE OF OCCULT 
BLOOD IN THE STOOLS*} 


By Ju.ius FRIEDENWALD, M.D., 
and 


THEODORE H. Morrison, M.D., 
Baltimore, Md. 


Since Boas! first called attention to the sig- 
nificance of occult blood in the stools, considera- 
ble attention has been directed to this sign. It 
was soon demonstrated that this finding may 
render valuable aid in the diagnosis of certain 
gastro-intestinal affections. It presents in some 
instances the only possible means of differen- 
tiating between organic and functional disease. 
When taken in consideration with the clinical 
signs, this finding is pathognomonic of ulcera- 
tive lesions in the gastro-intestinal tract. 

In order, however, properly to evaluate it, its 
limitations must constantly be considered. In 
the first instance, inasmuch as the test for the 
detection of occult bleeding has its greatest value 
when there is ulceration in the digestive tract 
between the stomach and rectum, hemorrhages 
from other sources, such as nasal cavities, 
mouth, throat, esophagus and from hemorrhoids 
must be eliminated. At times this may be ex- 
tremely difficult, for very small quantities of 
blood may be due to abrasions from teeth or 
may even follow the application of the stomach 
tube. However, these insignificant amounts are 
usually negligible from a clinical standpoint. 


Again, all foods either containing blood or 
other substances producing blood-like reactions 
must be avoided. In other words, a hemoglobin- 
free diet must be followed for at least three days 
preceding the period of investigation. On this 
account, meat, fish, green vegetables (on account 
of the chlorophyll) as well as iron must be 


*Read in Section on Gastro-Enterology, Southern 
Medical Association, Twentieth Annual Meeting, At- 
lanta, Ga., Nov. 15-18, 1926. 

tFrom the Gastro-Enterological Clinic of the De- 
partment of Medicine, University of Maryland. 


omitted from the dietary. Schmidt and Van 
Noorden? advised a test diet for this purpose 
consisting of boiled milk, rice, wheat-bread, 
cereals, potatoes (not fried), stewed fruit-juices, 
cheese, eggs, tea or coffee to be taken for three 
days prior to the stool examination. According 
to Adler,? with a diet containing cereals, pota- 
toes, cabbage, beets, carrots, puree of peas, 
asparagus, eggs, butter and bread, together with 
sugar, a negative reaction to the benzidin test 
is always obtained under normal conditions. 
This is likewise noted when spinach is added to 
this dietary. Gregersen* insists that French 
fried potatoes should be avoided in preparing for 
the test, not that the chlorophyll contained in 
the vegetable in itself simulates a positive reac- 
tion, but largely on account of the chemical re- 
action produced in the vessel in which this food 
is cooked. His view, however, is not concurred 
in by other authorities. 

It must also be remembered that in the stool 
examination a portion of the interior should 
especially be examined, for according to Van 
Noorden, if blood is noted only in the outer 
coating it arises, in all probability, distal to the 
hepatic flexure. 

It would be useless to enter into a descrip- 
tion of the various tests utilized for the detection 
of occult blood in the stools, as well as into a 
discussion of their relative value, which has been 
so recently and ably accomplished by Aaron.5 
Our experience is quite in accord with that of 
Van Noorden,: that is, not to attempt to follow 
many tests, but rather to rely upon a single 
method in order to avoid confusion in the in- 
terpretation of the results. In selecting the 
reagent for this purpose, due regard must be at- 
tached to its sensitiveness, yet it should not be 
so delicate as to occasion erroneous conclusions 
produced by extremely minute amounts of blood 
arising from extraneous sources, having but little 
or no clinical significance. There are two tests 
which, according to our experience, are simple 
and are sufficiently accurate for all practical pur- 
poses, the Dudley Roberts and the Gregersen 
benzidin tests. 
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The Roberts® test first described in 1915 has 
proven extremely valuable in our hands. It con- 
sists of a benzidin tablet containing one part of 
benzidin to 20 parts of sodium perborate. A 
small portion of the stool to be examined is 
placed in a small dish in close contact with the 
tablet so as to moisten it, and one or two drops 
of glacial acetic acid are added. A greenish blue 
hue is indicative of the presence of blood. 


The simplified Gregersen* test consists of a 
prepared powder of benzidin and barium perox- 
ide (0.025 gm. of benzidin and 0.20 gm. of bar- 
ium peroxide kept in a wax paper) and a 50 per 
cent solution of acetic acid. Both preparations 
are stable when retained separately. In _ per- 
forming the test the powder is mixed with the 
acid. From two to four drops of this reagent 
are now dropped upon a thin layer of stool 
spread upon a slide. In the presence of blood a 
greenish blue or blue color appears within a few 
moments. According to Gregersen the greater 
the quantity of blood present in the stool, the 
more rapidly does this reaction occur and the 
deeper is the blue color obtained. 

While the detection of occult blood in the 
stools finds its greatest significance in the pres- 
ence of ulceration a positive reaction occurs in 
other affections. 

The following are some of the conditions 
which must be considered: 

(1) Polyposis, whether present in the stomach 
or bowel. 

(2) The presence of intestinal infections or 
parasites, whether accompanied by diarrhea or 
not. In some instances of helminthiasis one’s 
attention is occasionally directed to the possi- 


bility of this affection by the presence of occult — 


bleeding especially when accompanied by a 
progressive anemia and an eosinophilia. 

(3) The diarrheas due to infections as in 
septic conditions, the various types of dysentery, 
pneumonia, influenza, typhoid fever, measles, 
tuberculosis and malaria. 

(4) Affections associated with circulatory dis- 
turbances as in the chronic passive congestion 
seen in cirrhosis of the liver or in cardiovascular 
decompensation. 

(5) Diseases of organs associated with the 
gastro-intestinal tract as in affections of the liver, 
whether occurring with jaundice or not, as is 
observed in cirrhosis of the liver, cancer of the 
liver, and occasionally, in cholelithiasis or in 
diseases of the pancreas, as in hemorrhagic pan- 
creatitis or cancer of the pancreas. 
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(6) Many affections of a varied type. In 
this group are included pernicious anemia, 
Banti’s disease, hemophilia, purpura and scurvy. 

While the presence of occult blood may be 
noted in any of these affections, it need not 
necessarily add great difficulty in ‘the diagnosis, 
inasmuch as the clinical manifestations in most 
instances will point to the correct condition. On 
the other hand, this finding presents its greatest 
significance in the diagnosis of gastro-intestinal 
ulcerations. 


OCCULT BLOOD IN ULCER OF THE STOMACH AND 
DUODENUM 


If careful examinations are repeatedly made 
occult blood will ordinarily be observed in the 
stools in peptic ulcer. It is not unusual, how- 
ever, to observe a negative test at one or more 
examinations, which may be caused by the 
cicatrization of the ulcer. A negative occult 
blood test does not necessarily indicate, however, 
the absence of an ulcer unless this finding is 
noted in numerous examinations. If other causes 
be excluded, a positive reaction is extremely sug- 
gestive, especially if this occurs at the time of 
the exacerbation of ulcer symptoms, and disap- 
pears when these symptoms abate. Following 
the operation of gastro-enterostomy for ulcer, 
the persistence or return of occult blood in the 
stools points to the formation of a jejunal ulcer. 
If an ulcer is suspected and occult blood is ab- 
sent in a number of examinations, or the test 
appears feeble or doubtful, a full (though hemo- 
globin free) diet may be ordered during the test 
days which may, according to our experience, 
induce a positive reaction. In order to accom- 
plish this with greater certainty Van Noorden’? 
advises the administration of indigestible (hemo- 
globin free) food in the form of roughage during 
this period. 

Boas® has called attention to the fact, that a 
similar reaction may be brought about by the 
application of prolonged and intense heat over 
the abdomen during the test days, the heat 
producing congestion and hyperemia and, in 
consequence, occult bleeding. He advises this 
procedure, however, only in the presence of old 
chronic ulcers. The details of the application of 
this method are as follows: The patient is con- 
fined to bed, and very hot linseed poultices are 
applied upon the upper abdomen at half hour 
intervals. These should be so intensely hot as 
to cause the skin to be extremely reddened or 
even slightly blistered within two days. Occult 
blood will frequently be observed in the stools 
the day following the first application. If it is 
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not revealed, however, within four days, no fur- 
ther application of the poultices should be made 
for the time being. In order to be quite certain 
as to this flnding one should not rely alone upon 
a single trial, but this precedure should be re- 
peated, if necessary, upon three separate occa- 
sions. Boas has also called attention to the 
fact, that following the occult hemorrhage pro- 
duced by this measure, granulation of the ulcer 
is induced and, in consequence, more rapid heal- 
ing is produced. 

The healing of an ulcer is indicated by a di- 
minution in, and finally an absence of, occult 
blood in the stools, a finding which is usually 
valuable in prognosis. A recurrence of the ulcer 
is frequently attended with a return of occult 
blood. The continued appearance of blood dur- 
ing the course of a medical treatment is indica- 
tive of non-healing of the ulcer, or that, perhaps, 
we are dealing with some graver affection such 
as carcinoma. It is quite generally admitted, 
that all forms of ulcerations in which blood is 
constantly noted in the stools and, especially, 
those associated with severe anemias are to be 
considered sufficiently grave to justify immedi- 
ate operative exploration. 

According to Sklodoski® and Seidl!° in those 
instances in which the stool test reaction re- 
mains doubtful, more definite information may 
be obtained by means of the duodenal tube by 
observing the immediate source of the bleeding 
in the contents obtained through the tube. This 
method, however, is open to criticism as it does 
not take into account the possibility of the ad- 
mixture of slight amounts of blood with the 
duodenal contents produced by trauma with the 
tube. 


OCCULT BLOOD IN CANCER OF THE STOMACH 


Occult blood is not always noted in the stools 
in cancer of the upper gastro-intestinal tract in 
its early stages. It is first observed only after 
ulceration has taken place and even then not 
necessarily in every specimen. However, as 
soon as the growth has become markedly ul- 
cerated it is usually found at every examination, 
and persists throughout the course of the disease. 
In fact, if other conditions such as gastro- 
intestinal polyposis, or intestinal parasites, can 
be excluded the persistence of large amounts of 
occult blood in the stools points to carcinoma; 
for in non-malignant ulceration, as has already 
been noted, the blood is only observed intermit- 
tently and not constantly, except when follow- 
ing large hemorrhages. According to our ex- 
perience, whenever a patient with ulcer-like 
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symptoms presenting occult blood in the stools 
is ordered to bed under a complete ulcer treat- 
ment, and the blood still persists, doubt must 
be cast as to the correctness of the diagnosis. 
In many of these cases a careful and thorough 
re-examination will bring about a revision in the 
diagnosis and it will be demonstrated that we 
are not dealing with ulceration but with carci- 
noma. Again the continuous occurrence of oc- 
cult blood in the stools, in addition to other in- 
definite signs such as secondary anemia, loss in 
weight and strength, may be the only positive 
evidence leading to the diagnosis of carcinoma 
of the stomach. 


OCCULT BLOOD IN CANCER OF THE BOWEL 


The occurrence of occult blood in cancer of 
the bowel has much the same significance as 
in cancer of the stomach. It is a well known ob- 
servation that in general, the closer the blood 
is located to the surface of the stool, the more 
distal is its origin in the bowel. It is always im- 
portant, on this account, when suspecting carci- 
noma of the bowel, not to limit the examination 
for blood to the surface of the stool alone, but 
its interior should also be investigated. The 
constant occurrence of occult blood in the stool 
is highly suggestive of carcinoma, and this find- 
ing may precede other evidences of the disease 
for a considerable period of time. It is an espe- 
cially valuable sign when associated with loss of 
flesh and progressively increasing constipation, 
and differs from the ulcerative lesions of a be- 
nign type in that when once observed it is usu- 
ally always found afterward and is unlikely to 
disappear with rest or under dietetic restrictions. 

Finally, while the presence of occult blood is 
of great value in the diagnosis of simple ulcera- 
tive lesions as well as malignant disease of the 
gastro-intestinal tract, it occurs in other condi- 
tions as has already been noted. These affec- 
tions are ordinarily easily differentiated and 
usually offer but little difficulty in diagnosis. 


CONCLUSIONS 


The presence of occult blood in the stools is 
of great value as an aid in the diagnosis of both 
simple ulcerative lesions as well as in malignant 
disease of the gastro-intestinal tract. While 
this finding occurs, however, in other affections, 
it need not necessarily add great difficulty in the 
diagnosis inasmuch as the clinical manifestations 
in most instances will point to the correct condi- 
tion. 

Occult blood is usually noted in peptic ulcer, 
especially if frequent examinations be made, and 
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usually at the time of the exacerbation of the 
symptoms, disappearing when these abate. The 
healing of an ulcer is indicated by a diminution 
in, and finally an absence of, occult blood in the 
stools. 


Occult blood is not always observed in the 
stools in cancer of the gastro-intestinal tract in 
its early stages. It occurs, however, as soon as 
ulceration takes place and then persists through- 
out the course of the disease. 


ILLUSTRATIVE CASES 


Case 1A patient showed occult blood constantly 
in the stools. The symptoms suggested ulcer of the 
stomach. There was no cessation of the bleeding under 
an ulcer treatment. Operation demonstrated carcinoma. 


P. S., a man 42 years old, had always enjoyed good 
health until the onset of the present illness. About 
four months before, he was seized with discomfort in 
the abdomen, which appeared one hour and a half fol- 
lowing meals, and was relieved by food. There were 
acid eructations, heartburn, and a loss in weight of six 
pounds. On several occasions tarry stools were noted. 
On examination of the patient no abnormalities were 
detected other than a gastric hyperacidity, an epigastric 
painful area, occult blood in the stools and a moderate 
degree of anemia (hemoglobin 65 per cent). 

An x-ray examination revealed a filling defect at the 
pylorus with spasticity and six-hour retention. The 
diagnosis of ulcer of the pylorus was made, and a 
Sippy ulcer rest treatment advised. This was followed 
for about three weeks, with great relief from the di- 
gestive symptoms. The occult blood, however, con- 
tinued in the stools, and the anemia became more 
marked. Operation was advised and an extensive carci- 
nomatous mass was detected on the greater curvature of 
the stomach near the pylorus with metastases into the 
mesenteric glands and liver. A gastro-enterostomy was 
performed. 


Case 2.—-A patient showed occult blood in the stools 
with secondary anemia, and mild ulcer symptoms. Oc- 
cult blood continued during and following ulcer treat- 
ment. Operation disclosed a carcinoma at the cardia. 


A. K., a man, aged 46 years, had complained of in- 
digestion at various periods of his life. These symp- 
toms were fullness, and distention after meals, as well 
as acid eructations. Recently the attacks had become 
more frequent as well as of longer duration. During 
the preceding two months he had had continuous indi- 
gestion with nausea and occasional vomiting. The 
stools ordinarily appeared normal though on two occa- 
sions he had noted a tarry color. He had lost a few 
pounds in weight, and suffered with weakness. 

On physical examination, his mucous membranes were 
pallid, his thoracic organs were normal. The abdomen 
was soft, and no mass could be detected. There was 
an epigastric painful area. The gastric contents showed 
a hyperacidity. A gastro-intestinal x-ray series revealed 
a constant defect at the pylorus with a moderate six- 
hour retention. Occult blood was continuously present 
in the stoods. The blood showed a marked secondary 
anemia. A diagnosis of ulcer was made, and a Sippy 
treatment instituted. The appearance of the patient 
was greatly improved, though occult blood continued 
to be noted in large quantities in the stools. Following 
the ulcer treatment a relapse occurred with great gastric 
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distress. Operation was advised following a transfusion 
when a large carcinoma was noted at the cardia. 


Case 3——A patient had occult blood in the stools, 
with occasional diarrhea, as well as a mucous discharge, 
gaseous distention, abdominal colic, and slight loss of 
flesh. The provisional diagnosis was enterocolitis; the 
final diagnosis, carcinoma of, the splenic flexure. 

A. P., a man, 48 years old, had been in good health 
all his life except for attacks of diarrhea which ordi- 
narily lasted a week or ten days at a time. The present 
disease began with a similar attack six months pre- 
viously, since which the patient had never been entirely 
free from abdominal distress. Flatulence, abdominal 
colic and diarrhea with the passage of more or less 
mucus in the stools had been especially noted. There 
had been a loss of ten pounds in weight. 

On physical examination the patient presented no 
abnormalities except tenderness over the entire abdo- 
men. The gastric contents were normal. The stools 
were liquid and revealed large amounts of mucus and 
the constant presence of large quantities of occult 
blood. No parasites were observed. An x-ray exami- 
nation following a barium enema showed a filling de- 
fect at the splenic flexure, with a moderate obstruction. 
A rectal examination was negative both digitally and 
with the proctoscope. A provisional diagnosis of 
gastro-enteritis was made, but inasmuch as the patient 
did not improve and the loss of flesh with occult blood 
in the stools continued, an exploratory operation was 
advised at which an annular carcinoma was discovered 
involving a large part of the splenic flexure of the colon. 


Case 4.—A patient had occult blood continually in 
the stools, followed by a secondary anemia, and ten- 
dency to diarrhea; little abdominal discomfort; and loss 
of twenty pounds in weight. The final diagnosis was 
cancer of the hepatic flexure. 

J. L., aged 41 years, had enjoyed good health until 
four months previously. He suffered from loss of 
strength, occasional attacks of faintness, loss of twenty 
pounds in weight, and occasionally a mild diarrhea with 
the passage of one to three soft stools. There was no 
abdominal pain and abdominal symptoms were absent. 

On physical examination no abnormalities were de- 
tected except a rather pale mucous membrane and a 
slight abdominal tenderness beneath the right costal 
arch. The gastric secretion revealed a true achylia. 
The stool was semi-solid, of a foul odor and contained 
much mucus, no visible blood, but much undigested 
food fragments. Occult blood was constantly present in 
large amounts. 

After another month the stool became visibly bloody, 
and a mass was detected in the upper right quadrant. 
Gaseous distention and abdominal discomfort were also 
noted. At operation a carcinoma involving a large part 
of the hepatic flexure was discovered. 


Case 5.—A patient had shown occult blood in the 
stools for several months with considerable mucus. 
There was no loss of weight; no evident anemia; a 
slight tendency to diarrhea; and a mass was demon- 
strated proctoscopically. The diagnosis was carcinoma 
of the sigmoid. 

M. P., a woman of 38 years, had complained for 
several months of the passage of from one to two soft 
stools a day containing mucus without abdominal pain 
or distress. There was apparently no loss in weight, no 
anemia (hemoglobin 85 per cent). The patient appeared 
robust and no abnormalities were noted on physical 
examination. The gastric secretion was normal. The 
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stools were soft and contained mucus and undigested 
food contents and occult blood. Numerous examina- 
tions of the stools revealed similar findings. At a 
proctoscopic examination an annular growth near the 
sigmoid was observed. 
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DISCUSSION (Abstract) 


Dr. Seale Harris, Birmingham, Ala—"We have a 
routine examination of the stools of every patient who 
comes in with a gastro-intestinal condition, or of every 
patient if possible. We use Hynson-Westcott tablets, 
without greatly restricting the patients’ diet. If occult 
blood is found, he is put on a meat-free diet for a few 
days and a further study is made. The finding of occult 
blood has in several cases brought to our attention early 
carcinomas that had been overlooked. 

Many cases of gastric and duodenal ulcers produce 
no symptoms whatever. Many patients come in for an 
operation for a perforating ulcer with no history and no 
symptoms of ulcer. There are also cases in which there 
are no symptoms of carcinoma, no occult blood in the 
stools; the patient is operated upon for a gall bladder 
condition and the carcinoma found. Every patient with 
a chronic condition should have a study of the stools 
for occult blood. 


Dr. E. B. Freeman, Baltimore, Md—I wish to em- 
phasize just a few points: (1) There should be a routine 
study of all gastro-intestinal cases for occult blood in 
the stool. 

(2) Select the test that you prefer and use it con- 
tinuously. Do not change from one test to another. 

(3) A number of examinations should be made to 
determine the presence or absence of occult blood. 

(4) The absence of occult blood in the stool usually 
indicates functional disease; conversely, the presence 
of occult blood in the stool points very definitely to 
organic disease. 





EFFECT OF TRAUMA ON THE FEMALE 
GENERATIVE APPARATUS* 


By Lucrus E. Burcu, M.D., F.A.C.S.,** 
Nashville, Tenn. 


The laity is aware that disorders of menstrua- 
tion are easily produced by excitement, fear or 





*Read before the Southern States Association of 
Railway Surgeons, Auxiliary of the Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, 
Georgia, November 15-18, 1926. 


**Chief Surgeon, T. C. R. R.; Gynecologist-in-Chief, 
Vanderbilt University Hospital. 
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anxiety, and this bit of knowledge is often the 
foundation on which a crafty lawyer lays his 
damage suit for his willing and designing clients. 
I have seen a number of these cases in the past 
few years and I judge that they are quite com- 
mon. 


A few months ago I saw in consultation a graduate 
nurse. She stated that she was standing in a street 
car; that after stopping at a crossing to let off a pas- 
senger the car started forward so suddenly that she was 
thrown backward with great violence against the back 
of a seat and almost astride it. As she was falling back 
she threw out one of her hands to stop her fall and 
twisted her wrist. I saw her in consultation with a 
very intelligent physician. The chief complaint of the 
patient was a severe pain in the region of the vulva 
and a very painful and swollen wrist. She was in- 
dignant with the traction company and stated that she 
was going to make them bear all the expenses of her 
illness as well as pay her for loss of time. Her 
physician persuaded her to come to my office on the 
following day for examination and an x-ray of the 
wrist. To my surprise I found an enlargement in the 
vulvo-vaginal region of one side which was red and 
fluctuant. I immediately became suspicious and called 
for slides for a smear. I saw that the hymen had 
been ruptured and the vagina admitted two fingers 
without pain. I was able to express pus from the 
urethra and from Bartholin’s gland on the affected side. 
A smear was made from these as well as from the 
cervix, and all three smears showed the gonococcus. 
We knew then that the wrist was nothing more than a 
gonorrheal rheumatism. However, an x-ray was made 
in order to rule out fracture. 


This case well illustrates the necessity of a careful 
gynecological examination as well as the necessity of 
cervical and urethral smears. The case was easily set- 
tled by the claim agent, although at first the patient 
was rather surly and pretended to believe that the fall 
and not the gonorrhea was the cause of her disability. 


A married woman, the mother of seven children, was 
in a collision at a crossing between a train and trolley 
car. She had multiple bruises and cuts and was evi- 
dently pretty badly shaken up. She claimed that as a 
result of the fall she had an umbilical hernia and that 
she was unable to get about on account of a mass 
which protruded from her vagina. A pelvic examination 
revealed a relaxation of the vaginal outlet associated 
with a large rectocele and cystocele. I explained to her 
lawyer, who was a very sensible and honest man, that 
the hernia had existed since birth and that the pro- 
trusion from the vagina was the after-effect of child 
birth. I am of the opinion that this patient had never 
noticed her small umbilical hernia or the protrusion 
from the vagina until after the accident. She had al- 
ways been a hard worker and never, as she expressed 
it, “paid much attention to herself.” 

After the accident she became more observant and 
noticed for the first time conditions that had existed for 
many years. At the advice of her lawyer she was paid 
a small amount for her bruises and cuts to which she 
was entitled; and in addition the railroad agreed to pay 
her expenses at the hospital where I performed an 
operation for the hernia and relaxed vaginal outlet. 

A very troublesome class of cases are the alleged 
retrodisplacements of the uterus following accidents. 
A young married woman while riding on the train was 
getting out of her seat to go to the toilet. At the same 
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time the emergency brakes were put on, on account of 
an automobile on a crossing. She was thrown back 
in her seat with considerable force, but made no special 
complaint at the time and completed her journey. 
Shortly after, a suit was brought alleging that as a re- 
sult of the accident a backward displacement of the 
womb was produced causing pressure on the backbone, 
which in turn caused severe backache. I examined her 
with her family physician, who was an honest man, a 
good physician, but not an expert gynecologist. I found 
a patient 28 years of age of a. neurotic temperament 
and of a slender build. Her pain was in the upper 
lumbar region. On vaginal examination I found the 
uterus retrodisplaced, movable and with normal appen- 
dages. I replaced the uterus without telling the patient 
what I was doing. I then asked the family doctor to ex- 
amine her, which he did. At the completion of his ex- 
amination he looked at me in a very queer way and 
said, “Doctor, let’s go in the next room and consult.” 
To make a long story short, I asked him to come to my 
office for a conference, and I then explained to him 
that 40 per cent of women have retrodisplacements that 
are uncomplicated. This variety rarely gives trouble, 
and when it does the pain is in the sacral and lower 
lumbar region and not in the upper lumbar as in this 
case. I then told him that trauma never caused a retro- 
displacement, and produced the leading gynecological 
textbooks to substantiate it. In this particular case the 
family physician advised the patient to withdraw her 
suit and make a settlement with the claim agent. In 
due time this was done and the case was settled satis- 
factorily to all parties. 

A most important problem that often comes up in 
railroad surgery is the effect of trauma on pregnancy. 
Two cases illustrating this occurred in the same wreck. 
One was a primipara 24 years of age, 714 months preg- 
nant. Immediately after the wreck, labor pains set in 
and in due time she was delivered of a premature child 
which died in a short time. I told the claim depart- 
ment that the wreck was entirely responsible for her 
premature labor and advised a just settlement. I am 
glad to say that my advice was followed. 

The second case was a woman four months pregnant 
who aborted three days following the wreck. A history 
of the case showed that she had aborted three times be- 
fore this, always between the fourth and fifth months. 
A Wassermann was made, which was three-plus. The 
claim department on investigation of the case found 
out from a neighbor of this patient that she had been 
bleeding for several days before the accident. I had a 
heart-to-heart talk with her, telling her what her trou- 
ble was and what produced the three abortions preced- 
ing this one, and advised her to go to a specialist for 
treatment. I suggested to the claim department that 
this case had not the same merit as the one in which 
premature labor occurred. I, however, advised that she 
be offered a small sum for the shock she had received, 
and this suggestion was carried out and a suit in court 
avoided. 


Railroad surgeons should remember that 
trauma, shock and excitement often produce 
menorrhagia, metrorrhagia, and sometimes 
amenorrhea in cases in which formerly the men- 
strual history was of a normal character. If on 
pelvic examination the organs are found normal, 
one can predict with certainty that menstruation 
will again become normal. I want to advise 


strongly in these cases against curettement and 
suggest instead a period of rest. 

A family of immigrants was coming South and 
was unfortunate enough to be in a wreck. The sev- 
enteen year old daughter failed to menstruate for several 
periods following the accident and an ambulance chasing 
lawyer persuaded them to bring suit on the ground that 
the wreck had produced amenorrhea and this in turn was 
producing tuberculosis. On order of the court I examined 
the girl, found an unruptured hymen, and for this reason 
made a rectal examination. The uterus was well devel- 
oped and the appendages were normal. Examination of 
the chest by a competent internist showed her heart 
and lungs normal, and this was also checked up 
by x-ray of the chest. I advised the legal department 
to fight the case to a finish, and explained that it was 
more than likely that before the case was heard the 
girl would become acclimatized and menstruation would 
return. My prediction came true and the case was 
easily settled out of court. 

It is to be remembered that many women have 
amenorrhea from a few months to a year, from a 
change of climate. 

In conclusion, I desire to emphasize the fol- 
lowing important points: 

(1) First and most important, retrodisplace- 
ments are never caused by accident or trauma. 

(2) Disorders of menstruation are quite com- 
mon following trauma, but this irregularity will 
invariably disappear, provided the appendages 
are normal. 

(3) A cervical smear should be a routine in 
all gynecological cases of a doubtful nature. 

(4) Trauma produces abortion and premature 
delivery in many cases, and in this class of case 
railroads should assume full responsibility. 





DISCUSSION (Abstract) 


Dr. Mary Freeman, Perrine, Fla—I have helped the 
Sea Coast Railway settle two claims brought for re- 
troversion. The patient was suffering severely after a 
wreck in both cases. One woman complained of pain 
in the back and abdomen and I found the uterus push- 
ing down. I put her in the knee-chest position and had 
some difficulty in getting the uterus back into place. 
She may have had the retroverted uterus, which was 
aggravated by the wreck. 

The other patient was pregnant and was suffering 
severely. I found the uterus back and down. I 
straightened it up and notified the Railway Company. 


Dr. Cleveland Thompson, Millen, Ga.—The question 
of retroversion of the uterus is like the tonsils: any- 
thing one may say for it can be true, and also anything 
one may say against it can be true. From cases that I 
have treated, I feel sure that retroversion may be 
traumatic. 


Dr. Burch (closing).—The best authorities claim that 
trauma does not produce retroversion and, as stated 
in paper, a large percentage of women have retroversion 
that is not complicated by adnexal disease. 
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THE TREATMENT OF DIABETIC COMA: 
A MEDICAL EMERGENCY* 


By ALLEN H. Bunce, M.D., 
Atlanta, Ga. 


In presenting this patient I shall attempt to 
show that the grave complication of diabetic 
coma may be handled successfully by any 
practicing physician with a minimum of labora- 
tory equipment and experience. 


This young lady was admitted to the Davis-Fischer 
Sanatorium on the morning of November 11, 1926, just 
thirty minutes after I had been called to see her. She 
was lying in bed with deep labored breathing and cold 
extremities. She was semi-conscious and could answer 
questions only with great difficulty on account of the 
extremely difficult breathing, evidently due to air hunger. 
Her temperature was subnormal and pulse very weak. 
She was rapidly approaching deep coma. Her mother 
stated that she had been sick since early the night be- 
fore admission and had been unable to retain food for 
two days. 

IMMEDIATE PROCEDURE 


(1) She was catheterized and the urine sent to the 
laboratory for examination. 

(2) A specimen of blood was obtained to determine 
the amount of blood sugar. 

(3) Many hot water bottles were placed around the 
patient to keep her warm. 

(4) A soapsuds enema was given and a large amount 
of fecal matter obtained. We considered this of espe- 
cial importance since it showed that there was a large 
residue of food in the alimentary canal although she 
had eaten very little for two days. 

(5) Her stomach was washed out thoroughly with 
warm water and four ounces of castor oil were left in 
the stomach. 

(6) In the meantime the report from the laboratory 
on 300 c.c. of urine which was obtained by catheteriza- 
tion showed: specific gravity of 1.029; a strong reduc- 
tion of sugar with two drops of urine; a large amount 
of acetone and diacetic acid; and albumen. Micro- 
scopic examination disclosed many blood cells. She was 
given 40 units of insulin immediately. 

(7) A nurse was placed by her bedside to give her 
orange juice and water, since although she could scarcely 
swallow we were able to get her to do so with continual 
effort. 

_ These things were all completed during her first hour 
in the hospital. 


SUBSEQUENT PROCEDURE 


At the beginning of the second hour she was again 
catheterized and 240 c.c. of urine were obtained. The 
report on this was identical with the first except that 
the specific gravity was 1.027. We had now also ob- 
tained a report on her blood sugar from the specimen 
taken on admission. It showed 600 mg. per 100 c.c. 
She was given 80 units of insulin. 





*Clinic, Clinic Session, Southern Medical Association, 
wre jee Meeting, Atlanta, Georgia, Novem- 
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During her third hour in the hospital we continued to 
force water, clear hot broth and orange juice. At the 
end of the third hour we obtained 120 c.c. of urine by 
catheterization. Its specific gravity was 1.028, and two 
drops of urine gave a strongly positive reaction for 
sugar. Acetone and diacetic acid were also strongly 
positive. She was given a third dose of 40 units of 
insulin making a total of 160 units in the first three 
hours. Her breathing was still labored and there was 
no abatement of any of her unfavorable symptoms. 


A general physical examination soon after admission 
was essentially negative. Her blood pressure remained 
below 100 and pulse from 60 to 80. 

All measures were continued. At the end of four 
hours we obtained 120 c.c. of urine. This had a specific 
gravity of 1.018, but required only two drops to give 
a strong reduction. Forty units of insulin were given. 
At this time we obtained a copious bowel movement 
from the oil. Shortly thereafter she began to arouse 
and breathed more easily. 

At the end of the fifth hour she voided 240 c.c. of 
urine. It had a specific gravity of 1.012 and four drops 
were required to reduce Benedict’s solution. On ac- 
count of the partial clearing up of the patient mentally, 
the easier breathing and the fact that the specific gravity 
of the urine had dropped and that twice as much was 
required to reduce the test solution she was given only 
20 units of insulin at the end of the fifth hour. 

Between the fifth and sixth hours she voided 700 c.c. 
of urine with a smaller amount of sugar and less ace- 
tone and diacetic acid. She was gradually emerging 
from her stupor. 

Only 20 more units of insulin were required to free 
the urine of sugar by the end of eight hours. The blood 
sugar had dropped to 186 mg. per 100 c.c. 

We have purposely divided the treatment of this case 
of coma into hourly periods because this is essential for 
a successful outcome. 


Twelve-Hour Summary—Fluids given and retained 
by mouth were 3760 c.c. Urine output was 3705 c.c., 
and insulin given was 260 units. The blood sugar 
dropped from 600 to 140 mg. per 100 c.c. The specific 
gravity of the urine dropped from 1.029 on admission 
to 1.002 at the end of twelve hours. The patient was 
definitely out of coma. She slept naturally. Her pulse 
was 80, respiration 16, temperature 100. A very close 
watch was kept on her clinical symptoms, urine and 
blood sugar to prevent a relapse into coma. 


Past History—Now that we have her definitely over 
the storm it may be of interest to give a short resume 
of her case. She first came under my care early in 
1922 as a high school girl of 15. She had lost twenty 
pounds in weight in three months. She had the three 
cardinal symptoms of diabetes: polyuria, polydipsia and 
polyphagia. She was five feet eight and one-half inches 
tall and weighed only one hundred fifteen pounds 
whereas her normal and ideal weight was one hundred 
thirty-five. Her urine contained 10 per cent sugar and 
her blood sugar was 400 mg. per 100 c.c. This was 
before the days of insulin and we fought a severe battle 
for many months to keep her alive. Her carbohydrate 
tolerance was only 15 grams, and we could not even 
keep her weight to 105 pounds. Her skin was dry and 
scaly and she could sit up for only a short while at a 
time. During the first several months we followed 
Joslin’s dietetic instructions. Later we gave her a high 
fat diet as recommended by Newberg and Marsh which 
improved her condition. This high fat diet in my 
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opinion is the only thing that tided her over until in- 
sulin became available. 


With the advent of insulin we were able to give her 
a maintenance diet and keep her urine sugar free and 
blood sugar normal with thirty units per day. 

On the whole she has been a very good patient and 
has stayed on her diet fairly well but in our experience 
nearly all diabetics break their diet from time to time. 


She has frightened us several times but this attack 
was more severe than at any previous indiscretion. She 
has been working regularly for two years and has main- 
tained her weight around 135, although at one time she 
went up to 140 as a result of over eating and increasing 
her insulin without my consent. 


She has shown a definite and decided increase of 
carbohydrate tolerance. Whereas two years ago she 
required thirty units of insulin per day she can now 
maintain her weight and keep her urine sugar free and 
blood sugar normal on a single dose of ten units daily. 


FREQUENCY OF DIABETIC COMA 


We see no indication of decrease in frequency 
of diabetic coma. Since insulin allows a much 
greater latitude in diet, patients seem inclined to 
eat more from time to time and expect a larger 
dose of insulin to take care of it for them. Thus 
they soon get into deep water and unless prompt 
measures are instituted coma follows. During 
this year three of our private cases have de- 
veloped it. The first was a young girl of 17 who 
entered the hospital twelve hours after the initial 
symptoms, with a blood sugar of 900 mg. She 
came out of her coma in the first twenty-four 
hours only to relapse the next day, finally de- 
veloping an hemorrhagica purpura which required 
two transfusions for its control. She was the 
sickest patient we have ever seen recover, but 
she is now working as a stenographer. The 
second was a young married woman who had 
been under treatment for one year. This is the 
third. All three of these patients were intelli- 
gent people. They understood the weighing and 
measuring of their food. They knew how to test 
their urine for sugar. They knew the symptoms 
of impending coma, and the meaning of insulin 
shock. They had been carefully taught and 
thoroughly warned. Yet all three developed 
coma this year. Hence, however careful and 
thorough we may be, we may expect coma to 
develop amongst our diabetics at almost any 
time. It is a nightmare, which we should pre- 
pare to meet on the shortest notice. 


SUMMARY OF ESSENTIALS IN TREATMENT 


(1) Get to the patient as early as possible 
and stay with him. Recovery from coma is in 
inverse proportion to the length of time it has 
existed before treatment is instituted. Treat- 
ment can not be delegated to untrained interns. 


Orders can be left for the nurse to carry out to 
a very limited extent. Our first and most diffi- 
cult case this year relapsed because we neglected 
to stay with the patient after she first came out 
of coma. 

(2) Catheterize the patient and examine the 
urine at hourly intervals. 

(3) Apply external heat. 

(4) Cleanse the bowels with an enema im- 
mediately. 

(5) Wash out the stomach and leave in it 
castor oil. Croton oil may be necessary occa- 
sionally. 

(6) Force fluids: water, orange juice, hot 
clear broth. 

(7) Continue insulin at hourly intervals, 
more frequently if necessary, until the sugar 
begins to decrease in the urine. Then decrease 
the dosage rapidly to avoid letting the patient 
come out of coma into insulin shock. 

(8) Blood sugar determinations at frequent 
intervals are helpful and should be made if pos- 
sible. Other laboratory procedures are helpful, 
but not essential. 

(9) Resume the diet cautiously and watch 
for a relapse. 





CASUAL AND UNEXPECTED CURES OF 
SUPPOSEDLY INCURABLE SKIN 
DISEASES* 


By Epwarp A. Biount, M.D., 
Dallas, Texas 


This title was given in a spirit of reminiscent 
levity and left unchanged. We cannot call the 
cure of any seemingly incurable disease an acci- 
dent provided that the end gained was the end 
sought. 

Looking back over twenty-five years of der- 
matologic practice, I recall many strange and 
unexpected things that have occurred. 


Psoriasis—I, as a youngster, heard a dis- 
tinguished French dermatologist remark, “Once 
a psoriatic always a psoriatic.” Nothing that 
comes into his office is received more hopelessly 
by an honest dermatologist than a case of 
psoriasis. And yet upon the globe there are 
many cured psoriatics. Change of climate cures 





*Read in Section on Dermatology and Syphilology, 
Southern Medical Association, Twentieth Annual 
Meeting, Atlanta, Georgia, Nov. 15-18, 1926. 
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some; others are cured by drugs, perhaps not 
permanently, but think what happiness even 
transient relief, with an ever known means of 
clearing up a recurrence, will bring to a sufferer 
from this disease. 


About fifteen years ago I was called to see R., a well- 
to-do business man who had suffered from psoriasis for 
years. He had sought a cure in many places without 
avail and was at that time confined to his home with 
the original disease plus a chrysarobin dermatitis. I was 
called to see the case as a last resort by a hopeless 
physician. I was leaving that afternoon for a summer 
vacation and, sizing up the case and: the apparent im- 
possibility of a cure, and, simply because I had to do 
something to relieve the minds of all present, I pre- 
scribed large doses of strontium salicylate internally and 
an emulsion containing calamine and zinc externally. I 
left the city and forgot the case. A few weeks after my 
return a large, fine looking man walked into my office 
and said, “Well, Doctor, here I am. I have come to 
pay your bill.” He looked so little like the suffering 
wretch covered with universal psoriasis and exfoliating 
dermatitis whom I had seen a few weeks before that he 
had to tell me who he was. It was R. and the sali- 
cylate had cured him. He has never had a recurrence. 


The trouble is that he has sent me many other 
cases and they all expect the same miraculous 
cure. 


Years later I read of the intravenous use of 
salicylates in psoriasis and began to use this 
treatment which has been many times successful, 
and many times not. 


W. came to see me with pronounced psoriasis every- 
where between his ankles and his clavicle. He had been 
treated by various practitioners for fifteen years. The 
disease on the backs of his hands was particularly 
noticeable and annoying to this man who was a piano 
player and a bridge player. I began giving him in- 
travenously twenty grains of sodium salicylate daily. 
Externally I used what I have been told is an old army 
prescription. It is an heroic one and it takes a good 
soldier or a desperate patient to bear it. The prescrip- 
tion consists of lactic acid, acetic acid, salicylic acid 
and liquor formaldehydi each three drachms, bichloride 
of mercury four grains in alcohol up to eight ounces. 
The patient had tried x-rays without relief and so, on 
the backs of the hands, I began using the ultraviolet 
light up to the erythema limit every other day. In two 
months the hands were well and only a few patches re- 
mained on the dorsal aspect of the trunk. A few weeks 
of quartz light therapy cured these. Recurrences have 
been slight and easily handled. 


Similar treatment has been similarly success- 
ful in a dozen or so other cases. 


Common sense teaches that the ultraviolet 
rays should be successful in psoriasis, as this 
disease seldom occurs on those parts of the body 
exposed to the sun. 

One patient had psoriasis of the scalp alone. He was 
manager of an oil refinery in the country. Being sensi- 


tive, he wore a heavy Stetson hat all the time he was 
about his work which was out of doors in central 
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Texas. I told him to leave his hat at home and in one 
summer he was well. 


Endocrin therapy is at times useful in 
psoriasis. 


Francis L., a young Jewish boy, eight years of age, 
had had psoriasis three years. Local applications did 
no good. Treatment in other cities had been unavail- 
ing. Two months on thyroid-nucleoprotein tablets 
cured him completely. Occasional beginning returns 
are checked immediately by the same treatment. 

A lady in Dallas saw her little girl fall out of a sec- 
ond story window, screamed and fainted. The child 
was unhurt, having fallen into some shrubbery, but the 
mother a few weeks later developed a severe case of 
psoriasis. She was extremely nervous and suffered from 
insomnia. All other treatment proving ineffective, I 
put her on sodium bromide and cured her completely. 
There has been no return. 


It is an old question, is psoriasis parasitic or 
neuropathic in origin or both? The writer re- 
fuses to discuss that. 


We come now to a few strange and largely 
unexpected cures in that prevalent disease, if it 
can properly be called a disease, vitiligo. 


Eleanor S., a girl of fourteen, menstruated first at 
eleven. Then menstruation ceased and vitiliginous spots 
began to appear all over her body. Connecting the 
disorder with a derangement of the endocrin complex, I 
put her on suprarenal extract, one-half grain three times 
daily, increasing the dose to one grain three times daily, 
and the pigment rapidly began to reappear in the 
colorless patches. Within a year she was well and 
orderly menstruation was restored. I merely and mod- 
estly helped Nature to repair her imbalance. 


Mrs. W., aged thirty-two, had suffered from hyper- 
thyroidism with ali its concomitant symptoms. The 
thyroid was operated upon. Within a year her blood 
pressure went down from 190 to 90, her basal meta- 
bolism attained its normal ratio, her heart became set- 
tled and regular in its beat and she felt fairly well; but 
numerous vitiliginous spots appeared upon her trunk 
and forearms and all of the hair of her head, but of 
no other part of the body, blanched completely. Specu- 
latively, after trying everything else, I gave her one 
grain of thyroid extract three times daily. Parentheti- 
cally, she thought it was ovarian extract for she would 
not for worlds have taken thyroid. Within’a year her 
vitiligo was cured; but I can not blacken her hair and 
have consoled her with the thought that white hair is 
becoming to her. The reason for this cure is obvious. 
She had, by an over-zealous operator, been changed 
from a hyperthyroid to a hypothyroid. 

Mrs. L., a slender, neurotic brunette of forty, normal 
in every other way, noticed spots of vitiligo on her neck, 
forearms and abdomen. She was extremely sensitive 
about the trouble and imagined that people on the cars 
and in department stores were regarding her curiously 
and making remarks about the spots. I treated her un- 
availingly. One day, while standing knee-deep in water 
in her bath tub, she reached up to switch on the electric 
bulb and, because of faulty insulation, caught the whole 
city voltage through her perfectly conducting body. 
She was rendered unconscious by the shock but revived 
and within three weeks was cured of the vitiligo and 
supremely happy. 


I refrain from recommending this as a routine 
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treatment though many female sufferers would 
be willing to try it. 


Some five years ago Mrs. B., aged thirty-five, was 
referred to me with a geographic tongue. I knew that 
Mrs. B. was also a sufferer from an infected gall blad- 
der. There was no other discoverable focus of infec- 
tion. I felt that there must be some connection be- 
tween the two troubles and so began giving her in- 
travenously thirty-one grains of uritone (which is 
hexamethylenamine) every twenty-four hours. Within 
six weeks her cholecystitis was well and so was her 
tongue. I have given the same treatment in three other 
cases of geographic tongue with the same good results. 
In five other cases it has failed to benefit the patient. 

Two years ago a young seamstress twenty years of 
age was referred to me with an undoubted secondary 
syphilis. The lady denied any knowledge of a primary 
lesion and bitterly resented my diagnosis. Four plus 
marks spoke eloquently against her, however, and re- 
freshed her memory; and she eagerly began treatment. 
She was suffering also from a bad papulo-pustular acne 
with which she had been afflicted since puberty. The 
second dose of neo-arsphenamin cured all visible signs 
of lues and by the fourth dose her acne had completely 
disappeared. 


This cure of acne tempted me beyond my 
powers of resistance and I have since then cured 
three other cases of obstinate acne with neo- 
arsphenamin. These three cases were all Was- 
sermann-negative and neither of the three pa- 
tients knew what medication she was receiving. 


The reckless use of neo-arsphenamin can, of 
course, become an abuse, of the patient, the 
drug and the physician’s reputation. 


I recall with amusement, however, one saintly look- 
ing minister who came to me with typical appearing 
sebaceous cysts on his chest, back and scrotum. I was 
treating them by operative procedure but the patient 
insisted obstinately that he wanted “medicine put into 
his blood.” Because of his calling and the appearance 
of the man and of the lesions I had not thought of a 
Wassermann and, merely to please him, gave him a 
dose of neo-arsphenamin. The effect was so marvelous 
that I gave a second dose which caused an absolute dis- 
appearance of the lesions. The laboratory then con- 
firmed his, not my, diagnosis. 


Similarly I have cured cases of furunculosis 
and granuloma annulare. Syphilis has justly 
been termed the great imitator. A routine Was- 
sermann on holy and unholy, as practiced in 
some clinics, is not a bad idea after all. 

In conclusion, I wish to mention one or two 
other cures that have been successful when hope 
was almost gone. 

Mrs. L. was a sufferer from violent attacks of angio- 
neurotic edema. She was treated by several nearly 
distracted physicians without beneficial results. I was 
called to see her and labored strenuously but unavail- 


ingly with her. Skin sensitization tests showed nothing. 
We pulled one or two infected teeth and removed a pus 


tube. Still she was no better. Her blood count was 
normal and pressure good. By being a frequent and 
largely unremunerated visitor to her home I learned of 
serious domestic troubles. The husband was fond of 
looking upon the glass when it was white (corn) and 
upon hair when it was red, Mrs. L. being a brunette. 
I treated him with unsolicited but century old and good 
advice and her with large doses of sodium bromide. 
The cure was marvelously quick and permanent. 


Some other good results I have had lately 
have been from the use of thyroid extract in 
cases of acne vulgaris in lethargic, obese and 
mentally undeveloped boys where other treat- 
ment was useless. 


In this paper there has been no attempt to 
announce scientific discovery or research but 
merely to recall a few experiences. I have 
omitted many cases and chosen only the most 
salient ones. 


DISCUSSION (Abstract) 


Dr. J. C. Michael, Houston, Texas—I feel that vitiligo 
must be due to some anatomic change. I used to be- 
lieve that psoriasis was metabolic. I saw a man who 
had had psoriasis, the large plaque form, for a number 
of years. He married and fifteen months after his wife, 
who then had a child three months old, developed a 
rash on her body. The history was that her husband 
six weeks before, had accidentally scratched her on the 
arm with his nail. When I saw her she had guttate 
psoriasis. It was apparently an inoculated psoriasis. A 
French physician once reported that he had inoculated 
himself with psoriasis. There have been many attempts 
since, and I think of late years the pendulum is swing- 
ing towards the infectious theory of the origin of the 
condition. 


Dr. Cosby Swanson, Atlanta, Ga.—Some years ago I 
saw a young woman, 22 years of age, with a large num- 
ber of coarse, dark hairs on her face, which disappeared 
apparently of themselves after her marriage. After five 
years she separated from her husband and a year later 
showed again many coarse, dark hairs on her face. 
When she came to me for treatment, I advised her to 
marry again. 


Dr. J. Richard Allison, Columbia, S. C—The im- 
portant point in the discussion of this paper is the 
well-known fact that the more scientific we become, 
the more therapeutic nihilists we are. It is well to re- 
member that many of the valuable therapeutic meas- 
ures we have today, have been discovered accidentally, 
and not by pure scientific research and reasoning. 


Dr. Andrew L. Glaze, Birmingham, Ala—Psoriasis of 
the face and hands has not, in my practice been so rare 
as I was led to believe from the study of the classical 
texts in student days. 


Dr. Howard Hailey, Atlanta, Ga—I wish to ask Dr. 
Blount if he has used pineal gland in acne? 


Dr. Blount (closing).—I have never used pineal gland 
in the treatment of acne. I have, however, successfully 
used thyroid and parathyroid. 
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TREATMENT OF VAGINAL HERNIA AS- 
SOCIATED WITH PROLAPSUS UTERI* 


By J. M. Hunn ey, Jr., M.D., 
Baltimore, Md. 


Posterior vaginal hernia or enterocele not as- 
sociated with prolapsus uteri is rarely encoun- 
tered, but with an associated descensus it is not 
uncommon. 

Comparatively few cases of uncomplicated 
posterior vaginal hernia have been reported. 
The first case to be described was by Garengeot 
in the “Memoirs of the Royal Academy of Sur- 
gery” in the early part of the Sixteenth Cen- 
tury. It occurred in a woman about one month 
after her fifth confinement, while she was at- 
tempting to lift a heavy weight. 

In 1804 Sir Astley Cooper in his work on 
“Abdominal Hernia” reported three cases of un- 
complicated enterocele and expressed his aston- 
ishment that the condition did not occur more 
frequently. He was of the opinion that the 
oblique position of the pelvis was unfavorable 
to its production. He says: 


“In the erect, as well as in the sitting posture, the 
intestines fall rather upon the symphysis 
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to the intestines’ being caught between the 
fetal head and the pelvic outlet. In order to 
relieve the condition, the fetal head must be 
pushed well up in the pelvis and the hernia re- 
duced. In the third case which came on during 
the seventh month of pregnancy, Barker reduced 
the hernia and held it in place with a large 
tampon until the child was delivered at full 
term. 

In 1885, Gaillard Thomas reported an inter- 
esting case of vaginal hernia which was so 
marked that it came down to the middle of the 
thigh. He cured this patient by performing a 
laparotomy and by attaching the invaginated 
hernia sac to the anterior abdominal wall. 


Smellie reports three cases associated with 
labor, while the most recent report is by Sweet- 
ser, in 1919, who describes an enterocele which 
gradually developed in a nulliparous woman. 

The main factor in the production of this 
type of hernia is a deep cul de sac of Douglas 
associated with a congenital weakening or de- 
fect in the recto-vesical fascia, which is the main 
support of the pelvic floor. An excellent descrip- 
tion of this fascia is given by Williams, who says: 


“The pelvic fascia, from its attachment at the brim 








pubis and the bladder than on the pos- 
terior part of the pelvis, and when thus 
gravitating into the anterior part of the 
pelvis they push the uterus against the 
rectum and close the space which would 
be otherwise existing between them.” 
Fordyce Barker, in 1876, writing 
on vaginal hernias, was of the opin- 
ion that they may occur in con- 
sequence of violent shock from falls 
or strong physical efforts and from 
difficult parturition. However, in 
some cases the condition may come 
on so gradually that the time of 
onset cannot be determined. These 
hernias are of particular interest to 
the obstetrician, for the majority of 
them occur during labor. Of the 
three hernias that Barker reports, 
two occurred at this time and the 
other followed a partial fall. The 
alarming symptoms of this condi- 
tion are shock and evidence of in- 
testinal obstruction, which are due 








*Read in Section on Surgery, South- 
ern Medical Association, Twentieth An- 
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nual Meeting, Atlanta, Georgia, Novem- ‘The apex of the invaginated cul de sac is shown being attached to 
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the posterior surface of the uterus. 
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of the pelvis, sweeps downward and inward to the 
bladder, with which it is intimately connected, and to 
the vagina which it splits to enclose, uniting with the 
fascia from the opposite side, and is attached to the 
cervix uteri, where it helps to form the vaginal vault. 
This forms a strong fibrous sling which is the main sup- 
port of the bladder and the strongest of the uterin 
supports. 

“The posterior portion of the fascia is deeper than 
the anterior and passes downward and inward to the 
rectal wall to which it is intimately attached. Pos- 
terior to the rectum, it covers the pyriformis and is 
continuous above with the anterior lamella of the lum- 
bar fascia.” 


A deep cul de sac may be congenital or ac- 
quired. It has been shown that in early em- 
bryological life the cul de sac of Douglas ex- 
tends down to the perineum and as the fetus 
advances in age the depth of the cul de sac de- 
creases. It is easily seen that if this shutting 
off process ceases, the peritoneal pouch will re- 
main quite deep. The acquired type, Moscho- 
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witz believes, is the more common. He is of the 
opinion that it is produced because the pelvic 
fascia sends downward a funnel-shaped pro- 
longation on the rectum, as well as on all the 
structures that pass through the pelvic floor, and 
that a defect at this point would allow the in- 
testines to push forward along the rectal wall 
with the peritoneum of the cul de sac before it. 
With increased intra-abdominal pressure due to 
straining or lifting, the cul de sac gradually 
deepens until it meets the levator ani muscle, 
The value of obliterating the cul de sac, as 
practiced by Moschowitz in the cure of rectal 
prolapse, is due to the fact that the intestines 
and intra-abdominal pressure fall upon the sym- 
physis pubis and bladder, whereas with the deep 
cul de sac the intestines and pressure fall upon 
the anterior and posterior vaginal wall. The 
obliteration of the cul de sac is brought about 
in the following manner. Pagen- 











stecher or silk sutures are passed 
circularly around the cul de sac, the 
lowest suture being about one inch 
above the deepest portion of the 
sac. Six or eight sutures are thus 
inserted, until the peritoneal pouch 
of Douglas is obliterated. When 
the uppermost sutures are inserted, 
they are anchored to the cervix and 
the utero-sacral ligaments. In in- 
troducing the circular sutures, it is 
attempted to include the pelvic 
fascia. However, care must be 
taken not to include the ureter or 
damage the iliac vessels. D. F. 
Jones is of the opinion that a deep 
cul de sac plays a prominent part 
in the production of prolapsus uteri, 
for with the intestines filling the 
deep pouch of Douglas a considera- 
ble downward pull is exerted on the 
posterior vaginal wall and on the 
uterus, so that the descensus grad- 
ually increases. He. believes that 
this is the main factor in the pro- 
duction of prolapsus in virgins, and 
that if it is to be cured the cul de 
sac must be obliterated. 

Posterior vaginal hernia not as- 
sociated with prolapsus is not often 
seen, but when present it can be 








Fig. 2 


A cross-section showing the redundant cul de sac being pushed up 
through the utero-vesical space and along the posterior wall 


of the uterus. 


differentiated from a rectocele by 
introducing the finger into the 
rectum. The method of treat- 
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ment advanced by George Gray Ward seems 
to be an excellent procedure. He opens 
the posterior vaginal wall in the midline for its 
entire length, then dissects free the protruding 
funnel-shaped portion of cul de sac up to the 
utero-sacral ligaments. The sac is ligated, cut 
off and the utero-sacral ligaments are brought 
together with linen sutures as close to the rectum 
as possible. The vaginal mucosa is then brought 
together and a perineorrhaphy is done in the 
usual manner. We are quite enthusiastic about 
our results with the interposition operation for 
prolapse of the uterus and believe that better 
results are obtained than with vaginal hysterec- 
tomy after the method of Mayo. However, in 
certain cases we have noticed that following this 
operation there still remained a marked rolling 
out of the vaginal vault, which necessitated open- 
ing the abdomen and obliterating the deep cul 
de sac after the technic of Moschowitz, which I 
have described. This combined operation has 
given complete success, but is not applicable in 
all cases on account of the added shock in- 
cidental to opening the abdomen. The majority 
of women suffering with this condition are ad- 
vanced in years and are not capable of with- 
standing any prolonged or intricate surgical pro- 
cedure. 

A simple method of obliterating the deep cul 
de sac of Douglas in conjunction with the inter- 
position operation occurred to me some time 
ago. This procedure I have carried out with 
success on four patients in the following manner: 


Operation—tThe anterior vaginal wall is in- 
cised and the bladder is stripped back from the 
vaginal mucous membrane and the cervix. The 
utero-vesical peritoneum is then opened and the 
fundus of the uterus drawn forward through the 
opening. The index finger is next inserted high 
up in the vagina, so that the redundant vault is 
invaginated. The apex of this invaginated pouch 
is pushed through the opening in the utero- 
vesical peritoneum along the posterior surface 
of the anteflexed uterus and anchored high up 
near the fundus with two linen sutures. The 
sutures pass through the entire thickness of the 
cul de sac, namely, the peritoneum, pelvic fascia 
and vaginal mucous membrane. By this pro- 
cedure the deep cul de sac is obliterated quite 
easily and the vagina is found to be of normal 
length. The anterior vaginal wall is then 
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brought together, the cervix amputated if it is 
indicated and a perineorrhaphy is done in the 
usual manner. 
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DISCUSSION (Abstract) 


Dr. George T. Tyler, Jr., Greenville, S. C—This is a 
very effectual as well as a very simple operation that 
Dr. Hundley has presented. 

There are several operations for the treatment of 
vaginal hernia. I have used successfully three of them: 
vaginal hysterectomy with support of the bladder on 
the round ligaments; the Moschowitz method of 
obliterating the cul de sac, then attaching the uterus 
along its posterior surface to the anterior abdominal 
wall, or, if hysterectomy is done, attaching the cervical 
stump there; thirdly, the Watkins interposition oper- 
ation as modified by Dr. Cullen. 

The criteria of a successful result are: relief of symp- 
toms, strong pelvic support, and absence of residual 
urine. 

Dr. Hundley’s operation is simpler than any of the 
others. It would be well, after the main suture has 
been placed, but not tied, to take a suture on each side, 
attaching the rectum and the utero-sacral ligament to 
the uterus in a further effort to obliterate the cul de sac. 
It is also essential, as I am sure Dr. Hundley has in 
mind, though he did not mention it, to pay special at- 
tention to the sutures in the broad ligament. Some of 
the operations for the relief of relaxed perineum, divide 
the ligament, then plicate it in front of the cervix. 
This adds to the strength of the pelvic support. 


Dr. Lucius E. Burch, Nashville, Tenn—I prefer 
vaginal hysterectomy to the interposition operation. I 
should like to ask Dr. Hundley whether he invariably 
uses this operation in women who have not passed the 
menopause. It has been my plan with women who 
have passed the menopause to do a vaginal hysterec- 
tomy and an interposition operation with the ligaments 
under the bladder. I wonder if it would not be a 
good plan at the same time to carry out Dr. Hundley’s 
operation and then make the little addition suggested 
by Dr. Tyler. - 

I should like to suggest the use of sacral anesthesia 
in all plastic work. It is simple, easy and usually suc- 
cessful. 


Dr. Hundley (closing).—Plication of the broad liga- 
ments in front of the cervix is a very good procedure 
and one that we always use. 

This type of operation is applicable only in women 
past the menopause. If it is done during the child- 
bearing period, the patient must be sterilized. In the 
child-bearing period we prefer doing a round ligament 
suspension in conjunction with an anterior and pos- 
terior colporrhaphy and an amputation of the cervix. 
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KINESTHETIC FUNCTION OF THE PRE- 
CENTRAL CONVOLUTION: EVIDENCE 
OBTAINED BY ALCOHOL INJECTION 

IN JACKSONIAN EPILEPSY* 


By Cuaries E. Dowman, M.D., 
Atlanta, Ga. 


For the past sixty years the exact function of 
the so-called motor cortex of the brain has been 
the subject of debate among anatomists, 
physiologists and clinicians. In 1878 Bevan 
Lewis! demonstrated that the precentral con- 
volution contained groups of giant pyramidal 
cells very similar in appearance to the motor 
cells of the anterior horns of the spinal cord. 
Basing his opinion on the presence of these cells, 
Lewis considered this area of the cerebral cortex 
as being specialized for motor activity. Camp- 
bell? in 1905 demonstrated that the cortex of 
the precentral gyrus was composed of small 
pulymorphic and granule cells belonging prob- 
ably to the afferent or sensory receptive and as- 
sociative system, and large cells of pyramidal 
form divided roughly into three types: giant 
(Betz cells), medium and small. The axons of 
these pyramidal cells pass downward in the so- 
called pyramidal tracts, and the cells are there- 
fore considered as efferent or motor in function. 
Horsley*® in 1888 had already suggested that the 
polymorphic and granule cells found in the 
Rolandic region were probably afferent in func- 
tion. The absence of pyramidal cells in the post- 
central convolution led Mills and Weisenburg,* 
as late as 1906, to consider the precentral gyrus 
as purely motor and the post-central gyrus as 
purely sensory in function. 

Bastian® in 1886 read before the London Neu- 
rological Society a paper of great historical in- 
terest on the so-called muscular sense and cor- 
tical localization. He advanced the theory that 
the Rolandic area of the brain, instead of being 
a motor region, is in fact a sensory region for 
the registration of all the sensations resulting 
from movements of the limbs: a kinesthetic 
area, in short, intimately concerned with the pro- 
duction of voluntary movements. It was his 
opinion that the outgoing fibers which issue 
from the large ganglion cells or from the smaller 
cells in the precentral gyrus are simply inter- 
nuncial fibers for the conveyance of appropriate 
stimuli to the true motor centers lower down in 





*Read in Section on Neurology and Psychiatry, 
Southern Medical Association, Twentieth Annual 
Meeting, Atlanta, Georgia, November 15-18, 1926. 
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the brain and in the spinal cord. These views 
brought forth spirited discussions by Ferrier, 
Hughlings Jackson, Ross, Horsley, and others. 
Ferrier contended that those cortical centers im- 
mediately concerned in effecting voluntary 
movements (that is, the precentral gyrus) are 
as such truly motor. On the other hand, Ross, 
Hughlings Jackson and Horsley considered that 
every center in the nervous system must be 
sensory-motor. They felt that this was par- 
ticularly true of the precentral convolution. 

Horsley,® in the Linacre Lecture on “The 
Function of the So-Called Motor Area of the 
Brain,” presented clinical evidence in favor of 
the view that the precentral convolution is in 
reality sensory-motor rather than purely motor 
or purely sensory in function. As early as 1886 
he had operated upon two cases, in one of which 
he had removed a small traumatic cyst of the 
precentral gyrus, and in the other he had re- 
moved a tuberculoma from a similar location. 
Following these removals, in addition to tran- 
sient motor paresis of the contralateral upper 
extremities, there occurred a marked disturbance 
of the so-called kinesthetic sense in these ex- 
tremities. It could not be definitely stated, 
however, that the postcentral gyrus had not 
been injured to a certain extent during the re- 
moval of the lesions in these cases. It was not 
until 1908, therefore, that Horsley was able 
definitely to demonstrate clinically that the 
kinesthetic sense was at least partially repre- 
sented in front of the Rolandic fissure. A boy 
fourteen years of age had had for some time 
Jacksonian attacks of the left upper extremity. 
After electrical stimulation Horsley completely 
excised that portion of the right precentral area 
in which the movements of the left arm and 
hand were represented. To quote from his re- 
port of this case the following were the im- 
mediate and remote results: 

“Immediate——Disappearance of spasmodic move- 
ments. Complete loss of voluntary movements of the 
upper limb. Post-axial and proximal atopognosis of 
the same. Complete astereognosis of the left hand. 
Moderate anesthesia to all forms of sensation of the 
left upper limb, maximal at the periphery. 

“Remote (that is, a year later)——Permanent ab- 
sence of spasmodic movements. Partial recovery of 
voluntary movements of the left upper limb. Proximal 
atopognosis of left post-axial fingers. Astereognosis of 
the left hand. Slight tactile anesthesia of the ulnar 
periphery of the left hand.” 

In the earlier part of 1924 following an operation 
for gliomatous cyst of the right temporal lobe, one of 
my patients began to have numerous attacks of con- 
vulsive movements of the left side of the face. These 
attacks were interpreted as being due to irritation of 
the facial cortical centers, caused by the Zenker’s solu- 
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tion used in treating the wall of the cyst. As all other 
methods of controlling the convulsions were without 
avail, the area of operation was again exposed, the 
facial center verified with faradic stimulation and the 
cortex injected with 95 per cent alcohol. There was an 
immediate cessation of the convulsions. There resulted 
a paresis of the left side of the face which disappeared 
after a few weeks. 

With this experience in mind, it occurred to 
me that alcohol injections might be of value in 
cases of cortical Jacksonian epilepsy, in which 
no gross lesion could be found at operation. 
Eight cases have been selected as suitable for 
this method of treatment. In all a careful 
search for the so-called epileptic zone was made 
by means of faradic stimulation. When such a 
zone was demonstrated, it was injected with 95 
per cent alcohol, the injection being confined 
strictly to this area. The alcohol invariably 
caused a cooked grayish discoloration. After 
the injection faradic stimulation failed to re- 
produce the attacks. 

The results in those cases in which sufficient 
time has elapsed to warrant an opinion have 
not been entirely satisfactory. The frequency 
of the attacks has been lessened in all cases. 
Furthermore, the character of the attacks has 
changed, in that there have been few or no con- 
vulsive movements of the part represented in 
that portion of the cortex injected. In one 
patient, for example, the attacks always began 
in the index finger of the right hand. Since 
the injection, the occasional attack which occurs 
does not involve the fingers or hand, but begins 
in the muscles of the right shoulder. 


The injections have been confined, as above 
stated, to the epileptic zone. This was done for 
two reasons, namely: (1) it was hoped that by 
coagulating the limited area in which the at- 
tacks apparently began, the patient could 
thereby be cured of subsequent irritative seiz- 
ures, and (2) one hesitated to produce by a 
more extensive injection a long standing (though 
not permanent) paralysis of a whole extremity. 
It is now felt that such limited injections will 
not cause a complete cure of the attacks. It 
would seem justifiable, therefore, to inject all 
portions of the cortex in which any movements 
of the involved extremity are represented. This 
opinion is based on the fact that the limited in- 
jections have caused sufficient improvement to 
justify more widespread injections in the hope 
that in this way complete cures can be effected. 

The purpose of this paper, however, is not to 
discuss the value or futility of cortical excisions 
or alcohol injections, but rather to present 
further clinical evidence that the precentral con- 
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volution is sensory-motor and not purely motor 
in function. In several cases of Jacksonian 
epilepsy the alcohol injections were confined to 
the precentral area in which the movements of 
the hand are represented. There invariably oc- 
curred an immediate subjective numbness, a loss 
of joint sense, and an astereognosis in the con- 
tralateral hand. These sensory disturbances per- 
sisted for weeks or months, but eventually dis- 
appeared. In addition, there occurred an im- 
mediate partial motor paralysis of the contra- 
lateral hand. The motor weakness was always 
temporary, clearing up before the disappearance 
of the sensory changes. As illustrations of these 
sensory-motor effects, I have selected the follow- 
ing four cases which I wish to report briefly: 


Case 1—(7) C. G., a white man, aged 20, referred 
by Dr. Harvey Cushing, of Boston, was admitted to 
the Piedmont Hospital May 13, 1924. The patient be- 
gan to have convulsions at four years of age and these 
had continued with more or less frequency ever since. 
The attacks began with a twitching of the fingers of 
the right hand, particularly the index finger; soon after 
the onset the jerking involved the whole hand, then the 
arm and shoulder, and then the right side of the face. 
In some of the very severe attacks, the right leg had 
been involved, but only after the movements had de- 
veloped in the order already mentioned. A few times 
the convulsions had become general after having begun 
as stated. Unconsciousness had never occurred, how- 
ever, even in the generalized attacks. The attacks had 
been purely motor in character, with no sensory dis- 
turbance whatsoever. On a few occasions, after the 
attacks had been very severe, there had been a tem- 
porary motor paralysis of the right arm and hand last- 
ing about five minutes. Since the patient became six- 
teen years of age, the attacks had gradually become 
more and more frequent. 

The neurologic examination gave practically normal 
findings except for a slight internal strabismus, which 
had been present all of the patient’s life, sluggish right 
abdominal reflexes and rather hyperactive but equal 
knee-jerks. The blood and spinal fluid examinations 
were negative for syphilis. A general physical examina- 
tion gave normal findings. 


Operation and Result—The left Rolaridic region was 
exposed. With the exception of a rather abnormal 
amount of subarachnoid fluid, the brain was not par- 
ticularly abnormal in appearance. By means of faradic 
stimulation the center for the movement of the right 
hand and fingers was verified. The stimulation did not 
cause a convulsion. As the attacks always began in the 
right hand, this area, which was in front of the Ro- 
landic fissure, was injected with 95 per cent alcohol. 
The patient immediately complained of a sensation of 
numbness in the right hand and fingers. After the in- 
jection, stimulation failed to give rise to movements in 
the hand or fingers. During the first five days fol- 
lowing the operation there was a marked motor weak- 
ness amounting almost to complete paralysis of the 
right hand and fingers. This gradually cleared up and 
at the end of ten days the right hand grip was almost 
normal. There was no disturbance to touch or pain 
sense, although while in the hospital the patient con- 
tinued to complain of a sensation of numbness in the 
right hand. There was a definite loss of stereognostic 
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and joint sense in the right hand and fingers which 
lasted seven days and then cleared up. On September 
29, 1924, there was no disturbance of kinesthetic sense, 
although the patient continued to complain of a feeling 
of numbness in the middle, ring and little fingers of the 
right hand. Sensation to touch and pain seemed nor- 
mal. The right hand grip was distinctly weaker than 
the left. On June 9, 1925, the right hand grip was still 
weaker than the left. The patient claimed that the mid- 
dle, ring and little fingers of the right hand were abnor- 
mally sensitive, and when he touched anything that was 
warm there was a distinct burning in these fingers. There 
was no disturbance of touch, pain, or kinesthetic sense. 
There had been a few attacks which began in the right 
shoulder but which did not involve the right hand. 
The patient insisted he was much improved in every 
way since the operation. 


Case 2.J. B., a white man, aged 20, referred by Dr. 
Willis, of Barnesville, Ga., was admitted to the Pied- 
mont Hospital January 26, 1926. About twice weekly 
during the preceding two years the patient had had 
attacks which began with convulsive movements in the 
left hand. The movements rapidly involved the whole 
arm and after about ten seconds the patient lost con- 
sciousness. 


The neurologic examination gave practically normal 
findings. The spinal fluid examination was negative for 
syphilis. 


Operation and Result——The right Rolandic area was 
exposed. With the exception of an abnormal amount 
of subarachnoid fluid, the brain and its coverings seemed 
normal in appearance. By means of faradic stimulation, 
a typical epileptic zone was demonstrated. This was 
an area the size of the thumb-nail, located in front of 
the Rolandic fissure and corresponding roughly to the 
hand area. As soon as this area was stimulated the 
patient was thrown into a convulsion which began in 
the left hand and then quickly became generalized. The 
convulsion lasted about two minutes, at the expiration 
of which time the patient regained consciousness. In a 
similar manner two other convulsions were produced. 
These simulated exactly the first convulsion, as well as 
the type of convulsion which the patient had had dur- 
ing the previous two years. Stimulation of other areas 
did not cause convulsions. The epileptic zone was then 
injected with 95 per cent alcohol. As soon as this in- 
jection was made the patient complained of a sensation 
of numbness in the left hand, and on test there was 
complete astereognosis and loss of joint sense in the 
left hand. After the injection faradic stimulation failed 
to produce convulsions. 

Following the operation the left hand was partially 
paralyzed, and there was complete loss of joint sense 
and an astereognosis in this extremity. These sensory 
findings persisted during the following four weeks while 
he was under observation, although the weakness in the 
left hand improved considerably. 


On September 25, 1926, there was no weakness of the 
left hand. The patient claimed that for several months 
the movements of the left hand were awkward. Pick- 
ing cotton, however, caused an improvement in this 
respect. At times there had been a feeling of numbness 
in the left hand. This symptom, however, was not 
constant. The sensation to touch and pain seemed 
normal. There was no atopognosis or disturbance of 
joint sense. The vibratory sense was normal. There 
was an astereognosis when the object was placed be- 
tween the thumb and the index and middle fingers of 
the left hand. When the object was placed between 


the thumb and the ring and little fingers the patient 
recognized what it was. There was an appreciation of 
the two points of a compass within normal range, ex- 
cept over the index finger of the left hand. Here the 
appreciation of the two points was twice the normal 
distance. The patient continues to have an occasional 
convulsion. 


Case 3-—J. M. J., a white man, aged 29, referred by 
Dr. J. W. Williams, of Jacksonville, Ala., was ad- 
mitted to the Piedmont Hospital August 7, 1926. Dur- 
ing the preceding two years the patient had had about 
fifteen series of convulsions. Each convulsion began 
with a numbness and weakness in the left arm. Almost 
immediately thereafter the left hand began to draw 
and shake. The patient then lost consciousness and the 
convulsive movements became generalized. The pa- 
tient’s wife observed that even when the convulsive 
movements were generalized, the movements’ were 
more marked in the left arm and hand than in 
the other extremities. After the attacks the motor 
power in the left arm and hand were weaker than nor- 
mal. In addition to these attacks the patient had had 
frequent transient attacks of numbness and weakness 
in the left arm and hand, accompanied by some shak- 
ing of this extremity but not by generalized convulsions 
or unconsciousness. 


The neurologic examination gave a relative though 
not absolute disturbance of the sense of position of the 
left arm and hand, and a somewhat obtunded sensation 
to touch over the left arm and hand, as compared to 
this sensation on the right side. This was also true 
when the sensation to pin-prick was tested. There was 
no frank disturbance of joint sense of the fingers of 
either the right or left hand. The patient said, how- 
ever, that he felt a little more certain about the position 
of the fingers on the right side than on the left side. 
He was able to appreciate the differences in the texture 
of cloths. He was also able to distinguish the differ- 
ence in the weight of objects placed in the left hand. 
There was no astereognosis, either right or left. The 
examination of the spinal fluid was negative for syphilis. 


Operation and Result—The right Rolandic area was 
exposed. There was a large amount of subarachnoid 
fluid in the sulci. Scattered over the precentral area 
in the arachnoid were numerous small calcified plaques 
about 2 mm. in diameter. The consistency of the con- 
volutions of the brain seemed somewhat harder than 
normal. There was no evidence of tumor. By means 
of the faradic stimulation a search was made for the 
so-called epileptic zone. Stimulation of the hand area 
caused the left hand to be drawn up in a tonic spasm 
which continued for several minutes after the with- 
drawal of the current. The patient did not have a 
generalized epileptic seizure as a result of the stimu- 
lation. This irritable area was injected with 95 per 
cent alcohol. Just before the injection was made the 
joint sense and stereognostic sense in the left hand were 
tested and found to be present. As soon as the injec- 
tion was made the patient complained of a sensation of 
numbness in the left hand, although the injection was 
entirely in front of the Rolandic fissure. After the in- 
jection was completed the joint and stereognostic sense 
were tested and found to be lost. After verifying the 
fact that the injection in front of the Rolandic fissure 
had produced these sensory changes, the area just be- 
hind the Rolandic fissure lying on the level with the 
precentral hand area was similarly injected with alcohol. 
This injection was made because the patient’s attacks 
apparently began with a sensation of numbness in the 
left arm and hand. The whole area injected was ap- 
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proximately twice the size of one’s thumb-nail. When 
the patient was discharged on August 22, 1926, the left 
hand grip was weaker than the right, and there was 
still an absence of joint sense and stereognostic sense in 
the left hand and fingers. On August 16, 1926, he had a 
slight convulsion which began with a twitching of the 
left hand. 


Case 4—J.S., a white boy, aged 14, was admitted to 
the Grady Hospital October 14, 1926. During the eight 
months prior to admission the patient had had once or 
twice a week convulsions which began with a drawing 
of the right hand and right arm. After a few seconds 
the patient lost consciousness and began to have gen- 
eralized convulsive movements lasting about one-half 
hour. During the convulsions he bit his tongue and 
frothed at the mouth. 

The neurologic examination gave practically normal 
findings. There were no sensory disturbances in the 
right or left hand. 


Operation and Result—On October 18, 1926, the left 
Rolandic area was exposed. With the exception of an 
abnormal amount of subarachnoid fluid, the brain and 
its coverings seemed normal. By means of faradic 
stimulation, an area in front of the Rolandic fissure 
and corresponding approximately to the cortical hand 
area was demonstrated to be the so-called epileptic 
zone. The convulsion which was caused by stimulating 
this area began with movements in the right hand and 
arm. These were rapidly followed by generalized con- 
vulsive movements and unconsciousness. The uncon- 
sciousness lasted two or three minutes. After the con- 
vulsive seizure was over and the patient had regained 
consciousness, the area was again stimulated without, 
however, producing another convulsion. This was in- 
terpreted as being due to the temporary exhaustion of 
the cortical cells. The epileptic zone, which was ap- 
proximately 2 cm. in diameter, was injected with 95 
per cent alcohol. The patient immediately complained 
of a sensation of numbness in the right hand and 
fingers, and on test there had occurred a complete loss 
of joint sense and an astereognosis. In addition, there 
was also produced a marked motor weakness in the 
right arm and hand. On November 3, 1926, the patient 
was up and about. He had had no more convulsions. 
An examination was made, and there was a definite 
weakness of the right hand grip. There was relative 
loss of joint sense and a complete loss of stereognostic 
sense in the right hand. There was a relative atopog- 
nosis. On November 11, 1926, the hand grip was con- 
siderably improved. There was no atopognosis and 
only a slight disturbance of joint sense. The stereognos- 
tic sense remained lost on this date. The patient’s gen- 
eral condition was excellent, and as yet he had not had 
aa, He had had no luminal since the oper- 
ation. 


CONCLUSIONS 

Four cases are reported in which an area in 
front of the Rolandic fissure was coagulated by 
injection of 95 per cent alcohol. In each there 
was an immediate impairment of the kinesthetic 
sense. These findings are in harmony with those 
made by Sir Victor Horsley. The conclusion, 
therefore, that the so-called kinesthetic sense is 
represented in front of as well as behind the 
Rolandic fissure, is justifiable from these ob- 
servations. The precentral gyrus, therefore, is 
sensory-motor and not purely motor in function. 
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DISCUSSION (Abstract) 


Dr. Ernest Sachs, St. Louis, Mo.—It is disturbing to 
think that one should get astereognosis when no lesion 
has been made behind the central fissure. I have al- 
ways believed that Charles Mills’ observation that there 
was a stereognostic center in the parietal lobe was cor- 
rect; therefore, it is very difficult to explain these find- 
ings that Dr. Dowman has reported. This statement 
by Dr. Dowman confirms the opinion expressed by 
Victor Horsley years ago, and is a most important 
physiological contribution, and I trust Dr. Dowman 
later will throw more light on his observations. 


Dr. W. A. Smith, Atlanta, Ga—Dr. Dowman has 
made a definite advance in our knowledge of cerebral 
localization. The question of overlapping of motor and 
sensory functions in the cortex has been discussed many 
times, and objected to because of certain observations 
made when various areas are stimulated electrically: that 
stimulation in the precentral gyrus causes movement 
without numbness, while stimulation of the post-central 
region causes paresthesia without movement. Dr. Dow- 
man’s observations, however, under such conditions of 
perfect control leave no doubt that kinesthetic sense is 
localized, at least in part, in front of the Rolandic fis- 
sure. Henry Head, in his study of cases of head injury 
during the War, came to the same conclusion. 

An astereognosis, I believe, presupposes that all of 
the elementary sensations are intact, but in these cases 
there has been produced a loss of the sense of position 
in the fingers, and I believe that the astereognosis de- 
pends upon that. 

In regard to Jacksonian epilepsy, I should like to 
emphasize the sensory type of attack, consisting of dis- 
tressing paresthesias. These may spread in various 
ways: (1) according to the location of the cortical 
centers, as from the thumb to the corner of the mouth; 
(2) they may also spread along certain functional pat- 
terns, as one-half of the body, or along the tips of the 
fingers; finally, they may spread along pre- or postaxial 
lines, as the radial or ulnar aspect of the arm, or the 
anterior or posterior aspect of the leg. I believe that 
these cases of sensory Jacksonian epilepsy are important, 
and should be recognized. 


Dr. E. Bates Block, Atlanta, Ga.—Horsley showed 
between fifteen and twenty years ago that the sensory 
area was not confined to the ascending central con- 
volution but spreads forward over the ascending frontal 
convolution and backward somewhat in the parietal 
lobe; that it is not limited to that one gyrus; that it is 
more diffuse than was formerly supposed, and that it 
spreads backward and forward. 

Stereognosis does not indicate the condition of sensa- 
tion where tested. Without sensation, for instance with 
anesthesia, you cannot test stereognosis. Likewise it 
presupposes almost normal motor function. If you 
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have even a partial paralysis of the hand, and attempt 
to test stereognosis, the patient is unable to recognize 
objects, so that in the absence of either motor or sensory 
function you get an inability to test stereognosis. We 
have always thought stereognosis was in the parietal 
lobe, still we do not have to keep thinking so if the 
evidence shows otherwise. 

The title of Dr. Dowman’s paper which appeared on 
the program was “Jacksonian Epilepsy with Especial 
Reference to Alcohol Injection of the Cortex.” In in- 
jecting the brain with alcohol for epilepsy, it will re- 
quire a long time to be sure of the results. We have 
seen many operative procedures come out for the cure 
of epilepsy: for instance, the Chipault operation that 
came out in 1898, the removal of the cervical sym- 
pathetics. Everyone flocked to Paris to see how it was 
done, but after three months the convulsions recurred 
and the operation was eventually abandoned. Many 
other operative procedures have been attempted. It 
finally became evident that it really did not make much 
difference what part of the body you operated upon 
for epilepsy, the foot, hand, neck or head, if you kept 
your patient under the anesthetic for a long period of 
time the convulsions would cease usually for several 
months. I have myself seen a number of cases of 
epilepsy which after prolonged chloroform anesthesia, 
possibly fifteen or twenty minutes, had no further con- 
vulsions for over three months. One little fellow was 
having his convulsions every fifteen minutes, practically 
one hundred a day, with great physical and mental im- 
pairment, yet he cleared up entirely mentally and physi- 
cally after anesthesia with chloroform. But after three 
months they came back. So we have to be extremely 
wary in accepting operative procedures until they are 
thoroughly tested out. I do not wish to discourage test- 
ing them out, but we must be slow .n forming conclu- 
sions. When you inject brain tissue with a toxic sub- 
stance such as alcohol, you must get a certain amount 
of scar, and it is a question whether the resulting scar 
formation is going to prove dangerous to the patient, 
and whether a destruction of a portion of the brain 
from the alcohol will not occur. It is a good thing to 
study further. 


Dr. Dowman (closing).—Dr. Block has injected into 
the discussion the very thing I did not care to inject, 
namely, the question of whether the alcohol injections 
are worth anything or not. I do not know. I am 
making no claims whatsoever. To follow up his dis- 
cussion, I am thoroughly convinced that to limit the 
alcohol injections to the epileptic zone is not sufficient. 
In other words, I believe that there may be value in 
the procedure, and the question to be decided is whether 
it is worth continuing. I am continuing it in certain 
cases, because we have done no harm, and some of 
them have been definitely benefited so far. I was very 
anxious to see whether injection of the epileptic zone 
alone would stop the convulsions. I am sure it does 
not. I think in the future I shall map out and remove 
or inject the whole cortical area involved in the move- 
ments of the hand and arm and perhaps the upper por- 
tion of the neck. That is what Horsley did in his case. 
Then if I inject, I shall inject very thoroughly and ex- 
plain to the patient that he will have a long-standing 
paralysis, which will eventually clear up. It is a very 
interesting thing, that you can coagulate the cortical 
area and still have the function of that area eventually 
return. That brings up speculation as to whether per- 
haps the corpus striatum picks up some of these move- 
ments which far back in the early evolutionary stage 
of life were carried on by the central ganglia. I should 
like to have nothing to say whatsoever as to the curative 
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effect of alcohol injection. It is a line of thought that 
may be useful to men skilled in neurologic surgical 
technic. It should not be done indiscriminately from 
curiosity. 

In regard to the stereognostic sense, I did not wish 
to believe that these patients had lost the sense to rec- 
ognize objects, because I believed as Dr. Sachs does in 
the accepted cortical localization. A patient came to 
my office yesterday who was operated upon some three 
or four months ago. He had a convulsion or two in 
the hospital after operation, but has had none since. 
He has cleared up almost entirely. All of his joint 
sense has returned, his hand grip is perfectly good, his 
sense of position is good, and yet he still has astereog- 
nosis. I demonstrated that in him yesterday. He is 
able to recognize to a certain extent some very large 
objects but he cannot recognize the finer objects. His 
motor power has come back and his joint sense has 
come back. He has no atopognosis. He had atopog- 
nosis, but now he can recognize the point touched, al- 
though he has an inability to recognize objects placed 
in his hand. He has no stereognostic sense. In the 
light of these experiments, I believe that the stereognos- 
tic sense is represented precentrally as well as post- 
centrally. 





INFANT FEEDING AND NUTRITION* 


By McKim Marriott, M.D., 
St. Louis, Mo. 


Successful feeding of most infants is a rela- 
tively simple problem, but has been made un- 
necessarily difficult through a lack of under- 
standing of the fundamental principles involved. 
In order to feed an infant satisfactorily, a few 
fundamental requirements must be fulfilled, and 
these can be briefly stated. 

In the first place, any food, no matter how 
digestible, will be unsuitable unless it supplies a 
sufficient number of calories or fuel units. Fail- 
ure to give sufficient calories is the cause of 
more failures in infant feeding than any other 
one factor. A normal infant will rarely thrive 
unless he receives approximately 50 calories per 
pound of body weight per day. An _ under- 
nourished infant will not thrive unless he re- 
ceives almost as many calories as a normal in- 
fant of the same age. For example, a normal 
infant of six months, weighing fifteen pounds, 
will need approximately fifteen times fifty 
calories a day, or seven hundred and fifty 
calories as a total. An undernourished infant 
of six months, weighing only eight pounds, will 
also require very close to seven hundred and 
fifty calories, which will be almost one hundred 
calories per pound. The calculation of calories 
in the diet is extremely simple. Milk contains 
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twenty calories per ounce and sugar one hun- 
dred and twenty calories per ounce. 

The second requirement for successful infant 
feeding is that the diet must contain certain es- 
sential elements in sufficient amounts. These 
are protein, carbohydrate, mineral salts and 
vitamins. The requirements for protein, mineral 
salts and some of the vitamins are met if the 
infant receives one and one-half ounces of cow’s 
milk per pound of expected body weight per 
day. With lesser amounts of milk than this, 
nutritional disturbances are likely to result, al- 
though an infant may, for a time, thrive on as 
little as one ounce of milk per pound of body 
weight. The proportion between milk and sugar 
is of importance. One part of sugar to eleven 
of milk is the most suitable proportion. The 
amount of milk just recommended fails to sup- 
ply all of the vitamins necessary so that two 
additional vitamin containing foods should be 
added to the dietary of all infants. These are 
cod liver oil and orange juice. Cod liver oil 
should be begun during the first month in a 
dose of one-half teaspoonful three times a day. 
This may be given with a dropper or added to 
the feeding. By the age of six months the in- 
fant should be taking one teaspoonful of cod 
liver oil three times a day. One or two table- 
spoonfuls of orange juice should be given daily 
after the first month. 

The third requirement is that the food must 
be uncontaminated by harmful bacteria. The 
most satisfactory method of accomplishing this 
is to boil all milk given to the infant. Boiling 
milk for two minutes will suffice. The boiling 
also renders the food more digestible and does 
not impair its nutritional value. Pasteurization 
is somewhat less effective. Raw milk should, 
under no circumstances, be fed to babies. 

The fourth fundamental requirement of the 
feeding is that it must be digestible, for if it 
is not, the baby will fail to make use of 
what is offered him, and undigested food re- 
maining in the intestinal tract is likely to be 
acted upon by bacteria, with resulting intestinal 
disturbances. Cow’s milk is not as digestible as 
breast milk; this is due largely to the fact that 
it contains substances which neutralize the 
digestive juices. Some infants are able to take 
straight cow’s milk up to the limits of the ca- 
pacity of their stomachs and digest it well, but 
the majority cannot. It is, therefore, necessary, 
in most instances, to give the infants a lesser 
volume of cow’s milk than they would be taking 
if they were receiving breast milk. This is most 
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simply accomplished by diluting the milk during 
the early months of infancy and later leaving 
out the water as the infant’s digestive capacity 
increases with age. If cow’s milk is artificially 
soured by the addition of acid or by the growth 
of acid producing organisms, it becomes approx- 
imately as digestible as breast milk and can be 
given in the same amounts, or, in other words, 
need not be diluted. 


The practical application of the principles 
just mentioned will be illustrated in the case of 
several patients who fall in the class ordinarily 
described as difficult feeding cases. Failures in 
infant feeding are due to the fact that one or 
more of the essential requirements have not been 
met, or that the infant is suffering from some 
congenital anomaly or infection. 

The first case is a young infant whose exact age is 
unknown. The baby has been in a hospital for the 
past fifteen days. The physical examination is nega- 
tive, except for extreme undernutrition. There is practi- 
cally no subcutaneous fat. The skin is wrinkled and 
falls in loose folds, and when picked up is almost as 
thin as tissue paper. The Wassermann reaction was 
negative. As there are no infections or congenital 
anomalies present, it may be assumed that the infant’s 
present condition is the result of improper feeding. 

The treatment in this case is obviously to give 
the infant a food which meets all of the funda- 
mental requirements. In order to meet the re- 
quirements, it is not necessary to resort to com- 
plicated formulae, nor to change the character 
of the formula very greatly throughout the first 
year. It is not necessary to know the exact age 
of the baby. Cow’s milk and sugar form the 
basis of the diet. The sugar used is ordinary 
granulated sugar or Karo corn syrup. The latter 
is somewhat preferable. A suitable formula for 
an infant under six months of age is prepared by 
adding three ounces by volume of corn syrup to 
one quart of milk, which has been acidified to 
render it more digestible. The acidified cow’s 
milk may be obtained in dried form and diluted 
with water so as to give it the composition of 
whole milk, or it may be prepared by the addi- 
tion of U. S. P. lactic acid to cow’s milk. In 
preparing the milk in this way, one quart of 
fresh cow’s milk is boiled for two minutes and 
then thoroughly cooled. One and one-half drams 
of lactic acid is then dropped in slowly and with 
stirring. The mixture so prepared has a sour 
taste and is filled with fine curds. The milk 
prepared as indicated is mixed with the corn 
syrup and is then ready for feeding without 
further sterilization. The mixture will not stand 
boiling. Bottles should, however, be warmed 
before feeding to the infant. 
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If good fresh milk were not obtainable, the 
formula could be prepared from unsweetened 
evaporated milk, which is simply cow’s milk 
evaporated to one-half of its volume and 
sterilized. In using the evaporated milk, one 
part of milk is mixed with one part of water, 
and this mixture used in the same way as whole 
milk, except that it need not be previously 
boiled. The infant we have here has been fed 
on a formula similar to that described and pre- 
pared from, dried lactic acid milk. He was first 
offered three ounces at a feeding at four hour 
intervals. The infant was not satisfied with 
this amount and cried for more. He was ac- 
cordingly given four ounces. When the formula 
is a suitable one, it is usually safe enough to 
give the baby all he will readily take, provided 
he is not vomiting, and the feedings are not 
given more often than every three and one-half 
to four hours. Six feedings a day should be 
given to this infant at the start, but later, as 
he begins to gain, it will be found that four or 
five feedings of the concentrated formula de- 
scribed will be all that are necessary. When an 
infant reaches the age of six months, he should 
begin taking cereals and vegetable purees, and 
at the same time the amount of sugar in the 
formula may be reduced from 3 to 2 ounces, 
as the cereal will take its place. This infant 
should also receive one or two tablespoonfuls of 
orange juice a day, and a teaspoonful of cod 
liver oil three times a day. The food should 
not be changed for every slight indication, as 
the formula is a suitable one, and if it fails to 
agree the fault must be looked for elsewhere. 

Case 2—This baby is 814 months old, and is much 
undernourished. The present weight is only 8% 
pounds, as compared with 17 or 18 pounds, the normal 
weight for the age. The physical examination is nega- 
tive, except for the presence of undernutrition and 
rickets. This baby has been under observation for only 
a short while and has been given a formula practically 
the same as that of the previous baby. He was first 
offered five ounces at a feeding and then six. There 
has been no change in the type of formula and the 
baby is now gaining rapidly and should reach normal 
weight within a few months’ time. 

Case 3—The babies previously shown have done well 
when given a proper type of feeding. The only trou- 
ble with each has been underfeeding. In the case now 
to be shown the problem is not quite so simple. This 
infant was normal at birth and weighed seven pounds. 
It was fed at the breast for one week and then changed 
to Eagle Brand condensed milk, and kept on this form 
of feeding until the age of six months. The feeding 
did not supply a sufficient number of calories, did not 
give enough protein, as the amount of whole milk 
actually taken was small, and the diet was also lacking 
in the necessary vitamins. Sweetened condensed milk 
is never a suitable food for infants, and the mortality 
among those fed in this way is greater than among any 
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other group. A certain number of infants live despite 
such unsuitable feeding, and their pictures occur in the 
advertising literature; the others are the athreptic babies 
we see in the clinics and hospital wards, and who fill 
the graveyards. 

At the age of six months, this infant developed 
diarrhea, the stools were green and watery and con- 
tained a good deal of mucus. The child became 
markedly prostrated, the eyes sunken, the pulse weak 
and the respirations shallow. The skin was very dry. 
The infant was evidently in a condition of anhydremia, 
or general desiccation. To combat the anhydremia, 
150 c.c. of normal salt solution were given intraneri- 
toneally. Shortly afterwards 50 c.c. of 25 per cent 
glucose solution were given intravenously to increase 
the blood volume and supply easily utilizable food, 
Considerable improvement occurred following these 
treatments. During the following week intraperitoneal 
saline was given daily. The feeding consisted of dried 
protein milk, which is a mixture of skimmed lactic acid 
milk with extra casein. The diarrhea gradually de- 
creased, the feeding was changed to that suitable for a 
normal baby of the age, and at the present time the 
infant is gaining and the temperature is normal. In 
this case the prolonged underfeeding so lowered the 
resistance of the infant that he picked up an infection 
which brought about the vomiting and diarrhea. That 
infection was present, we know from the fact that the 
infant had fever and a high leucocyte count. We do 
not know the exact nature of the infection, whether in 
the ears, nose and throat, lungs, kidneys or intestinal 
tract. As a result of the diarrhea, dehydration oc- 
curred, which was appropriately treated. Feeding was 
then given, which met the fundamental requirements, 
and the infant’s resistance improved. There is no need 
to resort to complicated formulae in the treatment of 
such infants, nor is it advisable to give laxatives, nor 
to starve the infant. 

Case 4.—This colored baby is 18 months old. He 
was breast fed exclusively until he was 16 months of 
age. 

Good breast milk is an excellent food for nor- 
mal babies during the first year of life. It 
should, however, after six months of age be 
supplemented with other foods, as infants fed 
exclusively on the breast for long periods of 
time are likely to become anemic. The baby 
should receive cereals and green vegetable purees 
from the sixth month on and after one year of 
age, if still nursed, should receive supplementary 
feedings of cow’s milk and later on meat and 
meat broths. Negro infants, even though breast 
fed, should receive cod liver oil, as otherwise 
they are likely to develop rickets. 

Aside from rickets, this infant did fairly well for 
the first sixteen months of life. He was then put in a 
day nursery, where he received unsuitable feeding, a 
little of everything and not much of anything. He was 
given very little milk. He lost weight and began to 
vomit. The vomiting was very severe. At the same 
time it was noted that the infant had fever and a day 
or so later a severe diarrhea developed. The baby was 
then brought to the hospital, where he was given a 
formula similar to that used on the other babies, which 
have just been shown. The vomiting, severe diarrhea 
and loss of weight continued. Under such circumstances 
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one can be perfectly sure that infection is present, and 
treatment will consist in the eradication of the infec- 
tion, rather than in changing the diet. The infant was 
suffering from a cold in the head and a cough at the 
time of admission. Examination of the ears now 
shows that one drum has lost its luster and the other 
is red and bulging, due to accumulation of pus. This 
infection, entirely outside of the intestinal tract, is un- 
doubtedly responsible for the diarrhea in this case. 
If, after opening both ear drums, the temperature re- 
mains up and the diarrhea and vomiting continues, it 
may be necessary to result to post-auricular drainage 
or opening of the mastoid antrum. This is a very sim- 
ple operation, accomplished under local anesthesia. It 
is frequently necessary, and the results are surprisingly 
good. The infant’s feeding need not be changed. If he 
becomes dried out, more intraperitoneal saline should 
be given. A blood transfusion will increase his resist- 
ance to infection. and render him capable of better 
utilizing the food given. 


500 South Kingshighway. 





HEART LOAD*+ 


By Nevuton S. Stern, M.D., 
Memphis, Tenn. 


In the study of heart load, I have found that 
the work the heart has to do depends upon five 
factors. These factors are blood pressure, stroke 
volume, the area of the aortic orifice, duration 
of systole, and the heart rate. It may be noted 
at once that these factors are all variable, and 
that some are difficult to determine by measure- 
ment. Consequently it is still a complicated 
procedure to estimate the load of the heart in 
units of work. But it can be done by determin- 
ing the value of these factors and substituting 
them in the formula recently evolved: 


136MP M® 
R( 7 
T 2a°'T? 


Where R is rate of the heart per minute. 
M is stroke volume in c.c. 





P is blood pressure in mm. Hg. 
T is time in systole seconds. 
A is area of the aortic orifice. 


The formula must be applied to the right as well as 
the left side of the heart to arrive at the total load. 

The method of derivation of this formula will 
be published later. 

It will be of value to consider these factors 
and to examine the results of them in diseases 
of the heart. 





*Read in Section on Medicine, Southern Medical As- 
sociation, Twentieth Annual Meeting, Atlanta, Geor- 
gia, November 15-18, 1926, 3 

tFrom the Division of Medicine, University of Ten- 
nessee, School of Medicine. 


SOUTHERN MEDICAL JOURNAL 355 


That the blood pressure is variable’ is, of 
course, A B C medicine today. When it goes 
above 150 mm. of mercury, hypertension exists, 
and the physician at once begins to look for 
signs of overwork of the heart. The formula 
indicates that the extra work imposed does not 
increase proportionately to the increase in pres- 
sure, but at a distinctly less rapid rate. This 
may account in part at least for the many years 
that some patients have hypertension without 
suffering cardiac breakdown as a result. 

The stroke volume of the heart is the amount 
put out per beat, and it is exceedingly difficult 
to determine. It is only recently that men like 
G. Canby Robinson! and Yandell Henderson? 
have been able by new and complicated methods 
to determine the stroke volume with any degree 
of accuracy. Clinically and approximately, we 
do know the conditions in which the stroke vol- 
ume is increased and the formula shows that 
larger stroke volumes increase the work in 4 
tremendously rapid way, much more rapidly than 
a proportional increase. a bis 

The size of the aortic orifice varies in differ- 
ent people, but for practical purposes is’ con- 
stant in the same individual, since, of course, 
dilatation of the ring is an extremely slow proci 
ess. The aortic orifice is important for this 
reason: at every heart beat all the ventricular 
blood must be squeezed into the aorta through 
this ring. If more blood must be squeezed 
through the ring in the same time, it demands 
more work to do it. Or, on the other hand, if 
the time of systole is shortened, as with a rapid 
heart rate, the same amount of blood must be 
squeezed through in less time. This demands 
more work. Aortic valvular disease diminishes 
the size of the orifice in stenosis, and increases it 
in dilatation of the ring. 

The duration of systole is important. If the 
heart beats slowly, both systole and diastole are 
long, and the heart can perform its contraction 
in a leisurely manner. If the heart beats rapidly 
systole is distinctly shortened,’ and the heart has 
to hurry to empty itself. Now it always de- 
mands more work to do a thing rapidly than to 
do it slowly, as for example, in walking or run- 
ning up two flights of stairs. 

If other things remain the same, the work of 
the heart is in direct proportion to the rate of 
the heart. Of course, other things do not al- 
ways remain the same, but theoretically the more 
rapid the pulse rate the greater the work the 
heart has to do. It can readily be seen, there- 
fore, what a tremendous effect rest, morphin and 
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digitalis have on the heart through the simple 
expedient of slowing the rate. There is another 
factor that is of therapeutic interest in slowing 
the heart. Not only is the work diminished, but 
the diastole increases and allows more time for 
rest, recuperation and nourishment of the myo- 
cardium. 

Heart rate, therefore, is a variable that af- 
fects every heart, normal and abnormal. Time 
of systole is likewise a variable that bears a 
relation to the heart rate. And the size of the 
aortic orifice is for an individual practically con- 
stant. These, then, will be passed by and the 
two remaining variable factors will be considered 
in more detail, especially with reference to val- 
vular and myocardial diseases of the heart. 

Systolic blood pressure is dependent upon two 
factors: peripheral resistance and cardiac con- 
traction. One is the obstacle to be overcome 
and the other the force that overcomes it. If 
the peripheral resistance is high, it takes more 
power on the part of the heart to force the 
necessary amount of blood through the system. 
The demand for more power means more work, 
and more work demands a stronger muscle, 
so the muscle of the left ventricle hyper- 
trophies. The accompanying dilatation is 
physiologically an aid in performing the work. 
Thus high blood pressure eventually is accom- 
panied by enlargement of the heart, especially 
of the left ventricle. As long as the heart mus- 
cle gets enough rest and enough nourishment 
through the coronaries, it can carry on, even for 
years. But if it becomes fatigued from over- 
work, or if the coronary circulation is diminished 
relatively or absolutely, the heart begins to fail. 

Why is it that in some elderly patients hyper- 
tension is present without the enlargement that 
is to be expected? The answer is simple. The 
coronary circulation is so interfered with from 
arteriosclerosis at the time of onset of the hyper- 
tension, that the myocardium is unable to re- 
spond by hypertrophy to the stimulus of more 
work. Such a condition naturally carries with 
it a more serious prognosis than the average one 
that shows some hypertrophy. 

Aortic stenosis is a rare condition. Though 
primarily altering the size of the aortic orifice, 
it offers to the heart about the same sort of 
problem that hypertension does—an obstruction 
to the systemic flow of blood. Only here, in- 
stead of resistance being in the periphery, the 
obstacle is at outlet of the heart. The left ven- 
tricle has to work harder, to develop a higher 
intraventricular pressure in order to get the nec- 
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essary amount of blood past the obstruction in 
the time allotted to it. 

Mitral stenosis is to the right ventricle what 
high blood pressure is to the left. It is a resist- 
ance at the periphery of the pulmonary circula- 
tion, it raises the pulmonary pressure, and re- 
sults in hypertrophy of the right ventricle. Pure 
mitral stenosis has no effect on the left ventricle 
except in advanced stages to cut down the sup- 
ply of blood to it. 

If mitral regurgitation accompanies it, how- 
ever, different events take place at once, and 
the greater the regurgitation, ordinarily, the less 
the stenosis. To see these events it is best to 
consider a pure type of regurgitation. 

In regurgitation through an ulcerated valve, 
for instance, the left ventricle must dilate to 
care for more blood. It must move not only 
the usual supply into the aorta but an amount 
back into the auricle that depends upon the de- 
gree of valve destruction. The stroke volume of 
the left ventricle is increased, and this means 
more work, and the left ventricle hypertrophies. 

Aortic regurgitation, on the other hand, is 
the lesion par excellence that shows the effect 
of alteration in the stroke volume, for the mitral 
valve is seldom destroyed to the extent that the 
aortic may be. The left ventricle at the begin- 
ning of systole must hold the usual amount of 
blood that the body needs per beat, and also 
the amount of blood that regurgitates through 
the diseased valves during diastole. The greater 
the destruction of the valve, the greater must 
the stroke volume be. There must of necessity 
be sufficient dilatation of the chamber to take 
care of this stroke volume. And there is also 
enormous thickening of the heart muscle. When 
it is recalled that the heart work increases tre- 
mendously with increase in stroke volume, is it 
any wonder that in this condition is found the 
largest of hearts, the so-called cor bovinum? 


Of course, it must not be understood that in 
actual life these variable factors that go to make 
up the heart load act as independently as the 
discussion would seem to indicate. Emphasis 
has been placed upon one at a time to show in 
what way each acts. In life, however, all the 
factors are working at the same time, and they 
need not all vary in the same direction, though 
they generally do. They influence each other in 
various ways. Consequently the load the heart 
is called upon to carry is constantly changing, 
depending upon all those external conditions that 
influence these factors, for instance, posture, 
digestion, activity, emotion, lesions. But usually 
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for each condition there is one factor that is 
outstandingly influential. 

It may be of interest to know what results are 
obtained by substitution of actual values in the 
formula. Under basal conditions, that is, re- 
clining, at rest in the morning, after a night’s 
fast, the work that the heart does may be ex- 
pressed at 0.5 watt per minute, or thirty watts 
per hour. To translate this into terms of every- 
day usage, this is the amount of electrical energy 
consumed by the average small electric light 
bulb used to light our homes. Under conditions 
of exercise that run the pulse to 100, and the 
blood pressure to 150, for example, the energy 
demanded for heart work is about 240 watts 
per hour, an increase over the basal necessity 
of eight times. 

Under conditions of highest possible degree 
of physical exercise, as in a strenuous athletic 
contest, with perhaps maximal figures for each 
factor, the energy requirements may be cal- 
culated as 64 watts per minute, or 1,920 watts 
per hour. This maximum energy expenditure is 
over one hundred and twenty-five times what is 
demanded at rest, or over 12,500 per cent of the 
rest figures. Even though only the most per- 
fectly trained heart were the only one to reach 
this maximal figure, it can readily be seen that 
the reserve power of the normal heart is tre- 
mendous, let us say one hundred times the basal 
requirements. Under pathological conditions, 
this reserve is encroached upon even in the basal 
state, by increase in rate, increase in stroke vol- 
ume, and increase in blood pressure, to say 
nothing of impairment of the muscle. That is 
why heart patients easily show dysnnea, tachy- 
cardia, pounding of the heart, pain, the same 
symptoms that develop normally after strenuous 
exercise. 

j SUMMARY 


Heart load is dependent upon the interplay 
of five variable factors. If they are combined 
in a formula, they permit the calculation of the 
heart load in actual units of work. Such cal- 
culation suggests the actual amount of work per- 
formed in the basal state, and that under exer- 
tion the heart manifests a reserve power of one 
hundred to one hundred and twenty-five times 
the basal requirements. The effect of the va- 
rious factors is discussed with relation to the 
heart as a whole and to various pathological con- 


ditions. 
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DISCUSSION (Abstract) 


Dr. C. M. Grigsby, Dallas, Tex—The formula as out- 
lined by Dr. Stern will appeal to the cardiologist but 
not to the general practitioner, and since the largest 
number of cardiac patients must fall into the hands of 
the general man and be treated by him it behooves us 
to estimate heart function in some other way. 

The most important factor to recognize is that the 
muscle is of more importance than the valve, and the 
rhythm of more importance than the rate. A systolic 
murmur may not mean additional load on the heart at 
all and may not mean heart disease unless it is accom- 
panied by other evidences of cardiac trouble. It may 
have no prognostic significance. But diastolic murmurs 
do mean heart load and heart disease. 


We must know from the patient what his history is, 
for many of these patients already know the load their 
hearts can carry and can tell the amount of exercise 
they can take without dyspnea. The rate and the 
rhythm must be noted. Any heart that beats 120 times 
a minute, or can be made to beat 120 times a minute, 
and still remains irregular, is fibrillating. 

Extra systoles have no prognostic value. An auricular 
flutter, without an electrocardiographic study, cannot 
be told from a fibrillation. In examining a patient we 
must look for cyanosis and congestion of the internal 
organs, especially the liver and stomach. Many cases 
come to the different clinics in this country complain- 
ing of stomach trouble. They are said to have indiges- 
tion causing a soreness in the upper abdomen and are 
sent in as stomach cases when their real trouble is car- 
diac decompensation. The trouble is unrecognized be- 
cause there are no heart symptoms, and such symptoms 
as shortness of breath, giddiness, palpitation, precordial 
pain, undue fatigue or exhaustion in response to effort, 
are the guide to the load the heart can carry. The 
larger the heart the more advanced the myocardial 
disease, and the sooner the heart will fail. The prog- 
nosis for the amount of load the heart can carry de- 
pends many times, of course, upon the financial condi- 
tion of the patient, his ability to keep up his treat- 
ment, his willingness and ability to follow the advice 
given him, and lastly the physician’s knowledge of 
cardiology. 





THE INTER-RELATIONSHIP OF PSYCHIA- 
TRY AND SURGERY* 


By Witi1am SEAMAN Barnsripce, ScD., 
M.D., C.M., 
New York, N. Y. 


There are numerous reactionary theories today re- 
garding the determining cause of many types of psy- 
choses and it is not the purpose of this paper to add a 





*Read in Secticn on Neurology and Psychiatry, 
Southern Medieal Association, Twentieth Annual 
Meeting, Atlanta, Georgia, November 15- 18, 1926. 
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new list of possible causative factors in mental disease 
to those already tabulated. The main purposes of this 
thesis are, first, to emphasize the close connection be- 
tween certain physical ailments and certain of the 
psycho-neuroses and to confirm as far as possible the 
fact that the surgical removal of abnormal physical con- 
ditions frequently will relieve mental phenomena in part 
or, sometimes, even completely; second, to stress the 
importance of a more general appreciation by the sur- 
geon and physician of the part mind may play in the 
prevention and cure of disease, and the necessity of the 
psychiatrist’s aid in many apparently physical condi- 
tions. 

It has long been known that various mental mani- 
festations are associated with physical disorders, but in 
spite of a recognition of this fact, it is not unusual to 
find patients accredited with a speculative mental pathol- 
ogy when the true cause behind the psychosis is an ab- 
normal physical condition. In examining each case, 
therefore, one must take every known precaution to 
establish the diagnosis with all possible accuracy. We 
must consider that (1) each mental case is first of all a 
human being and is subject to any physical disorder 
common to the mentally sound division of the human 
family. General adequate medical and surgical care are 
even more essential to the patient with psychopathic 
personality than to the individual of normal mentality. 
(2) It is equally true that any patient who has a physi- 
cal condition which requires medical or surgical atten- 
tion may develop, concurrently, an added mental condi- 
tion which is simply a reflex of the physical phenomena. 
(3) Again, the patient with the true psychosis may have 
developed the mental pathology through an underlying 
physical condition demanding medical or surgical at- 
tention. (4) Accentuation of a physical ailment may 
be due to the strain of an added psychopathic element 
and the medical or surgical correction of the physical 
phase may improve both mental and physical aspects 
of the case. W. A. White says: “A great deal of what 
heretofore has been regarded as constitutional, that is, 
hereditary, is now regarded as individual and due to 
causes which are at least preventable.” 

Mind and body are interdependent organisms and it is 
impossible to state the precise point at which the well- 
being of one is affected by the well-being of the other. 
We have been impressed, however, by the relative fre- 
quency with which mental disorders occur in association 
with particular foci of infection, from sinuses, teeth, 
tonsils, thyroid glands, intestines, or ovaries. It is to 
emphasize the coexistence and apparent interdependence 
of these physical and mental manifestations that we 
present the cases reported below. 

Well defined mental reactions frequently are associated 
with many of the infectious and toxic diseases. Mental 
symptoms (excitement; depression; hallucinations; cata- 
tonic states) are often identified with typhoid, small 
pox, malaria, influenza and septic poisoning and these 
may disappear following the elimination of the infec- 
tion. Menninger calls attention to the relation between 
mental disorders and influenza. He says “that influ- 
enza may cause, alter or modify a psychosis.” A defi- 
nite psychosis has been known to clear entirely fol- 
lowing a severe attack of “the flu.” 

Cardiovascular disease may be accompanied by mental 
hallucinations and confusions as the result of compensa- 
tion disturbances. Renal and genito-urinary infections 
are associated, as we know, with mental abnormalities 
and the elimination of the foci of infection, frequently 
may restore the mental status of the patient. 


Many toxic epileptiform seizures (those of alcohol or 


lead poisoning, uremia, albuminuria, indicanuria, and 
such conditions) can scarcely be distinguished from es- 
sential epilepsy. In the case of apparent epilepsy herein 
reported, there is no question that the toxins were pro- 
duced in the alimentary canal. 

The writer has encountered many cases of so-called 
hystero-epilepsy (occurring in relation to the menstrual 
period) and in many of these the seizures have been 
lessened in severity and frequency or entirely eliminated 
following a pelvic adjustment or repair. During the in- 
volution period, it is evident that a constitutionally pre- 
disposed person, who has escaped a psychosis in earlier 
life, is apt to develop an agitated depression during the 
period of regression, particularly under added mental 
strain or with the additional handicap of a toxic con- 
dition. 

Mental disorders which occur during the puerperium 
are usually of toxic origin. Williams says “every por- 
tion of the maternal organism reacts to a greater or 
lesser extent under the influence of pregnancy.” In 
many of these cases there are hereditary taints in the 
forebears and others are under par physically during 
the pregnancy but most of them have definite toxic fac- 
tors preceding the psychosis. In an extensive study of 
psychoses in connection with child birth, Kilpatrick and 
Tiebout found no psychosis peculiar to puerperium. The 
psychoses occurring at this time are essentially the same 
as the psychoses occurring at other times and when the 
infection is eliminated in these cases, as in other toxe- 
mias, the mental status is restored. 

Since psycho-analysis has become of some importance 
in the world of medicine, one must consider the influ- 
ence of sex on mental reactions, even in surgical cases. 
Unsatisfied functional craving, associated with an ex- 
haustion, or a toxic element, may form a combination 
from which a mental breakdown is the inevitable re- 
sult. While Freudism and psycho-analysis, in general, 
have been so exploited that a reference to a “sex- 
complex” may not always, receive the serious attention 
it warrants, nevertheless, it is evident that a sex com- 
plex may prove to be either a contributory or an es- 
sential cause in a mental breakdown, or a handicap in 
a surgical or mental condition. Therefore, when we are 
considering the removal of an area of infection, or the 
treatment of a toxicosis, in a mental case, we must re- 
flect that, while the surgical removal of the site of in- 
fection may restore the mentality to nine-tenths normal, 
the elimination of the sex complex, or any other complex 
present (discovered by psycho-analysis, or any other 
psychological process), may contribute the other one- 
tenth required to make the cure complete. 


The first case herein reported illustrates a patient 
capable of carrying a terrific mental strain without 
noticeable effect, but when an element of toxicosis is 
added, the characteristic symptoms of mental break- 
down may be apparent. Conversely, the patient may 
continue to carry a chronic condition of toxemia in- 
definitely, due to an acquired immunity, often found in 
chronic cases, but an added mental strain may precipi- 
tate psychopathic reaction. 

Cc. J., a man of 45, was married, and had two chil- 
dren. He was a commander in the U. S. Navy and 
served as executive officer on one of the largest U. §. 
transports during the World War. The patient was 
strong mentally and physically, with no discoverable 
mental or nerve taint. . 

He was under continuous strain and this nervous 
tension apparently told on him to such an extent that 
he went to pieces emotionally upon the least provoca- 
tion. Finally, his mental condition became so alarm- 
ing, after a collision at sea, that captain, by advice of 
the ship’s surgeon, ordered him off duty and to his 
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room under guard. There were marked hallucinations, 
mental confusion and severe mental depression. 

A thorough physical examination revealed that there 
were several Tacunued teeth present and that the 
sinuses were infected. The patient was ordered to the 
hospital, when the ship reached port; the teeth were 
extracted and, under treatment, the sinuses cleared. 
As soon as these foci of infection were eliminated, the 
toxic psychosis slowly and completely disappeared and, 
after many months, the man was finally discharged 
from the Washington Naval Hospital cured. 

*H, L., a German, was 38 years of age, married; and 
a merchant. He had had a common school education, 
and average social standards. He denied venereal 
disease. He had had one child who died in infancy. 
He was frank, open, quiet and trustworthy, and in- 
terested in occult subjects. 

He had had kidney trouble for ten years and during 
the preceding four years been taking morphin, 
at intervals, to relieve the pain. Fourteen years be- 
fore, he first heard voices, but they merely amused 
and interested him. Gradually, the voices became 
worse and he was annoyed and complained. For six 
weeks he lay in bed and refused to eat. He com- 
plained of headaches, was very restless and excited, 
and said mental telepathy was practiced on him. 
Morphin weakened the voices. He claimed that peo- 
ple followed him, passed remarks about him that he 
was being poisoned. 

He was admitted to the Manhattan State Hospital 
in New York, March 16, 1926, with a pronounced psy- 
chosis. He was undernourished, tremulous, and com- 
plained of pain in the right side of the chest and back. 

May 20, 1926, a kidney stone was diagnosed. He 
was operated upon July 8, 1926, and a large stone was 
removed from the pelvis of the right kidney. 

He showed immediate mental improvement and by 
August 14, 1926, the hallucinations had disappeared 
and he was paroled, practically free from all symp- 
toms. September 3, 1926, he returned to Alabama and 
resumed his business. November 1, 1926, he was re- 
ported perfectly well. 

E. W., was 43 years of age, and single. The patient 
had a brush burn of the left shin. It became ulcerated 
and infected. ‘There was marked extension with 
swelling all about the knee. The infection continued 
to spread, and operation was advised. The Wasser- 
mann and Kahn tests were negative. 

A lateral incision on both sides of the patella of the 
left leg was made; also a linear incision on the inner 
side, entering the popliteal space. There was a great 
deal of pus and some necrotic tissue. The ulcer was 
curetted. 

The laboratory report of cultures taken from the 
wound showed Streptococcus hemolyticus and Staphy- 
lococcus aureus present in great numbers. In_ the 
cultures taken from the sputum there were myriads of 
Streptococcus hemolyticus, Staphylococcus aureus, 
and pneumococcus. There was a disseminated infec- 
tion of the leg, general sepsis and congestion of both 
lungs at the base. The myocardium was showing the 
effects of the condition in a weak and rapid heart. 

Following operation, the patient showed marked 
mental symptoms. He became restless and sleepless 
to such an extent that he resisted hypnotics, even one 
third grain of morphin sulphate, as well as other 
hypnotics, proving ineffective. He was unmanageable; 
his symptoms strongly indicating a sex complex. 

At this point it was decided to have a psychiatrist 
and Dr. C. Floyd Haviland, Superintendent of Manhat- 
tan State Hospital, was called in. 

Dr. Haviland’s report, in part, follows: 

“When the patient was first seen, he was in a state 
of muscular rigidity, dépressed and mildly appre- 
hensive. 

_“The patient was of artistic temperament; was ac- 
tive and a good worker; pleasure loving and denied 
himself nothing. He humored himself and avoided 
adult responsibility. His mental condition, following 
operation, was in the nature of a panic reaction in a 
Situation wholly beyond his control.” 

Treatment consisted of establishing the patient’s 
confidence in his ability to cope with his impulses. 


_— 


*Service Dr. Henry Stern—of the Urological Staff, 
Manhattan State Hospital—to whose courtesy I am in- 
debted for the case report. 
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Through the use of suggestion only, muscular relaxa- 
tion and sleep were secured without the use of hyp- 
notics, and at the present writing, the patient is well 
on the way to mental and physical recovery. In the 
judgment of the surgeon, there is a very serious 
question as to whether this grave type of infection 
would not have proved fatal in this instance if the 
aid of the psychiatrist had not been secured. 


In the production of certain mental disturbances, a 
very important part is played by the thyroid gland. 
Such mental conditions, undoubtedly, are the result of 
systemic poisoning due to the exaggeration, the defect 
in, or the perversion of, thyroid function. Practically 
all patients with “thyroiditis” have an unstable nervous 
equilibrium. The mental cases with thyroid dysfunction 
are usually divided into two classes, those with defective 
secretion, myxedema and cretinism, and those with 
hypersecretion, toxic goitre. “Associated with the physi- 
cal symptoms of myxedema frequently there is a mental 
state of stupidity, indifference and apathy, deepening 
into dementia.” There is a gradual failure of memory, 
lack of power of voluntary attention and slow associa- 
tion of ideas. Sometimes a moderate degree of con- 
fusional excitement appears. 

In cretinism there is a decidedly abnormal mental 
state, as well as the physical symptoms. The mental 
condition is due to lack of development and may range 
all the way from complete idiocy to mild grades of 
imbecility. 

Toxic goitre usually is accompanied by a moderate 
amount of fear and apprehension and it is not infre- 
quently associated with hallucinations of hearing and 
vision, perhaps anxious and agitated states, sometimes 
restlessness, absentmindedness, or excessive irritability. 
The degree of mental disturbance varies with the indi- 
vidual, as well as in different stages of the ‘same disease. 
In these thyroid cases a psychosis of specific type does 
not seem to exist. 

Severe cases of acute thyroidism with active delirium 
occasionally occur following operation, upon the gland. 
White says, “These may be due to the expression of the 
gland secretion by handling it, with the subsequent 
absorption.” 

Surprisingly prompt relief of mental conditions may 
be noted after goitre operations. However, it is not to 
be expected that the removal of a toxic goitre in ad-. 
vanced cases, although it may eliminate the determin- 
ing factor, will repair mental degeneration which already 
has been established. 

In the following case, the removal of the various sites 
of toxic absorption not only relieved the mental condi- 
tion of the patient but reduced the thyroidism to ‘a 
point where the goitre completely disappeared. ‘Of 
course, it is impossible to state definitely whether the 
mental pathology was the direct result of the thyroid- 
ism, or was due to a combination of toxic factors. «At 
all events, the interrelationship of the toxemias is evi-’* 
dent, and the simultaneous disappearance of the goitre. 
and the clearing of the mental condition would seem 
to point to a close correlation between the cause and 
the effect. ; 

R. M. was a married woman of 28 years, with three 
children. There was a normal childhood, and men-. 
struation was regular. “. 

October 2, 1925, she first consulted me. because of 
severe headaches, enlargement of the neck, and, ex- 
treme nervousness. The patient stated that she 
thought she was becoming insane, and her relatives 
agreed that this was apparently the case. Her per- 
sonality had changed completely. ihe 

Physical condition showed enlarged and cryptic 


tonsils and a moderate size goitre. There was a slight 
systolic murmur at the base of the heart, and inten- 
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sion tremor. The uterus was large, retroverted and 
retroflexed. The perineum was badly lacerated and 
there was marked beginning procidentia. 

October 14, 1925, both tonsils were enucleated, and 
adenoids were removed. October 25, 1925, a repair 
operation and a laparotomy were performed. A sus- 
pension of the uterus was done and adhensions which 
were present between the rectum, the uterus and the 
broad ligament, were relieved. The appendix, which 
was kinked and full of fecal matter, was removed. 

November 25, 1925, on examination, it was found 
that the goitre had practically disappeared. The nerve 
symptoms were reduced to a minimum. November 15, 
1926, the patient had completely recovered, and the 
goitre was gone. She is in a normal mental and 
physical condition at present. 

The close association between infection originating 
in the genital tract and mental disease is thoroughly 
established. Syphilis as the cause of paresis is recog- 
nized everywhere today but the relation of syphilis to 
mental conditions is scarcely within the scope of this 
paper. Endometritis is a condition commonly responsi- 
ble for mental symptoms. In some instances a decided 
psychosis has been known to disappear following a 
curettage. In ovarian disease the mental reactions may 
be very pronounced. In psychopathic patients, where 
the ovaries are badly diseased and ovariotomy would 
ordinarily be indicated, two widely separated phases of 
wisdom of operative procedure must be considered. 
First, while there is not a doubt that the removal of 
diseased ovarian tissue may be the means of restoring 
to normal a patient with a psychosis, it is equally im- 
portant to bear in mind the value of the ovarian secre- 
tion in maintaining the mental balance of the individual. 
The sudden ablation of the ovaries in a woman who has 
not reached menopause, without the substitution of 
ovarian nutrient, may be a dangerous procedure. It is 
frequently true that while disease may necessitate the 
surgical removal of both ovaries, re-implantation of a 
small piece of healthy autogenous tissue (if it can be 
saved) or transplantation of a piece of homogenous 
ovarian tissue, seems to have a distinct therapeutic 
value. The role which the organs of reproduction play 
in maintaining the mental balance cannot be stated with 
scientific exactness, but that there is a definite relation 
between ovarian function and mental equilibrium is 
conceded by the most thoughtful endocrinologists, and 
is substantiated in a large measure by the gynecological 
cases reported below. 

*H. S., a woman of 42 years, was married, and had 
three children. Her mother was insane. In 1907, the 
patient developed a mental condition which, her fam- 
ily claimed, cleared up in a few months. In 1913, she 
suffered a second mental breakdown, which lasted four 
years. Fcllowing her recovery at this time the patient 
was considered perfectly normal for a period of five 
years. 

In November, : 
became excited and noisy. Her mental symptoms con- 
tinued and she was finally admitted to the Manhattan 
State Hospital, December 5, 1922, where her condition 
was diagnosed as manic-depressive insanity. 

On physical examination, the uterus was found to 
be enlarged to the level cf the umbilicus. The patient 
stated that she had, for years, worn a wire pessary 
to prevent conception. 

Laparotomy was performed April 20, 1923. The 
womb was filled with a lipomatous mass in the center 
of which was found the wire pessary. An hysterec- 
tomy was done. 

Perceptible mental improvement was noted within 
five months and the condition continued to improve 
until in September, 1924, she was paroled and dis- 
charged, Merch 12, 1925, well. November 1, 1926, she 
was perfectly well. 





*Reported in substance by R. G. Wearne, M.D., of 
Dr. Bainbridge’s Service.—Medical Press and Circular, 
April 16, 1924. 


SOUTHERN MEDICAL JOURNAL 


1922, while attending a theatre, she, 





May 1927 


D. G., a woman 27 years of age, was married and 
had two children. The first mental upset had occurred 
in 1915 and lasted sixteen months. This followed the 
shock of seeing a man killed. 


The second mental attack, in 1923, followed the 
birth of her first child and lasted four months. The 
third attack commenced in August, 1925, at which 
time the patient became depressed, had illusions and 
became overactive and overtalkative. She was ad- 
mitted to the Manhattan State Hospital, August 11, 


1925. Her condition was diagnosed manic-depressive 
psychosis. 
Physical examination revealed lacerations of the 


perineum and cervix, an enlarged uterus and a small 
tender mass in the left broad ligament. 

October 20, 1925, laparotomy was performed. There 
were a prolapsed, cystic left ovary and an appendix 
bound down by adhesions. The ovarian cyst was re- 
moved, the ovary suspended and the appendix re- 
moved. 

Following the surgical procedure, the mental im- 
provement of the patient was rapid and she was 
paroled from the Hospital a few months later. 

J. W. was a woman of 46 years, married, with no 
children. She consulted me because of severe pain in 
the head and neck, extreme nervousness and a vagi- 
nal discharge. We learned that she had used much 
alcohol from time to time. 

On examination a large multiple abdominal tumor 
was found to be incorporated with the body of the 
uterus. 

Laparotomy was performed April 27, 1926. The 
fibroid tumor, which was the size of a five months 
pregnancy, was adherent to the rectum. The pelvic 
colon was adherent to the mass, by means of two large 
appendices epiploices, to the left broad ligament and 
to the bladder. Both tubes and ovaries were a mass 
of adhesions. The uterus and ovaries were extirpated. 

The last kink of the intestines was accentuated. The 
appendix was kinked, underhung and contained some 
small concretions. The intestinal kink was corrected 
and the appendix removed. 

After the peritoneum had been closed, in the outer 
edge of each rectus an opening was made down to the 
deep epigastric artery and the healthy portion of each 
ovary was implanted behind the rectus. 

After cperation, the patient, who had not been al- 
lowed any alcohol immediately preceding or follow- 
ing operation, developed a psychosis. She had hallu- 
cinations, was very resistive and disturbed and very 
difficult to manage. 

Dr. Graeme Hammond, who was called in consulta- 
tion, diagnosed the mental ccndition as exhaustion 
psychosis, due to the combination of surgical shock 
and deprivation of the usual alcohol. 

The mental condition was very marked for several 
weeks following the operation but, with the improve- 
ment in the physical aspects of the case, the mental 
disorder gradua'ly cleared until the psychosis com- 
pletely disappeared. 

In this case, the patient might have carried the 
alcoholic toxicosis without any untoward results but 
as soon as the extra strains (the surgical shock and 
the deprivation of the alcohol) were imposed, the 
mental pathology developed. 

November 15, 1926, she was perfectly well. 

ne A. was a woman of 44 years, married, with one 
child. 

Her husband stated that she was always in good 
health until eight years previous to the _ present 
psychiatric examination. Her first serious illness re- 
sulted from an infection cf the pelvis following a mis- 
carriage. The history seemed to indicate that the 
infection was severe and the patient extremely toxic 
for a considerable time following it. At the time of 
the original infection, there was a definite nephritis 
and this condition apparently never entirely cleared. 
However, the patient showed no particular mental 
trouble until a few weeks previous to the examina- 
tion, at which time she developed a hemiplegia which 
was followed by a definite organic mental deteriora- 
tion. Her emotional status was very unstable. At 
times there were periods of confusion which ap- 
proached a definite organic delirium. 

The psychiatric diagnosis was: ‘This history, plus 
the mental symptoms observed, plus the neurologi 
signs of an old hemiplegia, plus general arteriosclero- 
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sis, with high blood pressure, without positive Wasser- 
mann, would seem to leave no doubt that the diagnosis 
was cerebral-arteriosclerosis.”’ 


Finally the patient developed such a serious mental 
condition that it was necessary to place her under 
restraint in a sanitarium. Chronic deterioration fol- 
lowed; the patient became worse mentally and finally 
died May 8, 1923. 

[r. I. J. Furman, Senior Assistant Superintendent 
of the Manhattan State Hospital, who was the con- 
sultant in this case, said: “It is my opinion that the 
severe infection from which this patient suffered 
eight years previously was the remote cause of her 
mental illness, inasmuch as she developed her arteri- 
osclerotic condition gradually and showed such an ad- 
vanced stage of this disease affecting the brain at the 
early age of forty-four.’’ 


Perhaps by far the most significant site in the human 
body for the absorption of toxins is the intestinal canal. 
Frequently, as a result of the damming back of fecal 
material in the canal, chemical or bacterial absorption 
in abnormal degree occurs and one of the first indica- 
tions of this process is its effect upon the nervous sys- 
tem. Alimentary toxemia is generally. conceded to be 
one of the chief factors in the production of such con- 
ditions as neurasthenia, epileptiform seizures, and so- 
called neuritis. 

A very interesting theory to account for these condi- 
tions of stasis of the intestines, with, in many instances, 
resultant auto-intoxication of the patient, is that of Sir 
Arbuthnot Lane, of London. According to this theory, 
the mechanical relations of the alimentary tract, par- 
ticularly of the large bowel, are changed in consequence 
of the assumption by man of the upright posture, and, 
as the result of this posture, there develops a tendency 
to general and persistent enteroptosis. Nature attempts 
to relieve the strain of this enteroptosis, and thus the 
dragging on the displaced bowel is offset through a 
hypertrophy of its membraneous supports, such as the 
veils and bands. In some patients the result of the 
abnormal delay in the passage of the intestinal con- 
tents, intestinal stasis, may be the sole productive factor 
in the mental pathology. This condition of intestinal 
stasis may be relieved in its early stages by such mod- 
erate surgical procedures as cutting bands, replacing the 
hollow viscera, or changing angles. However, there are 
many cases of advanced type which may have been 
neglected for years, and these require more radical 
operative measures. After careful preliminary study of 
each case and a thorough investigation of the actual 
conditions as seen upon the operating table, the operative 
procedure best fitted to the individual case will be 
evident. 

In many of these conditions, the effect on the mental 
state following operative interference on the intestinal 
canal is extraordinary. With the relief of the kinking 
or angulation of the gut, free drainage of the intestinal 
canal is established, the symptoms of auto-intoxication 
disappear, physical vigor is restored and the mental 
status becomes normal. In the case histories cited be- 
low, the close relation of intestinal stasis to mental 
disease is clearly indicated, and a relief of the abnormal 
mental condition, as a result of the surgical correction 
of intestinal pathology, is plainly evidenced. 

E. A. was a girl eleven years of age. This patient 
came under the writer’s care in June, 1916, at the 
Suggestion of Dr. Graeme Hammond. The birth and 
early childhood were normal except for chronic con- 
Stipation which was present even during babyhood, 
when it was necessary to give the child an enema al- 
most daily. X-ray of the skull showed no abnormal- 
ity. The family history was irrelevant. 

In September, 1915, at ten years of age, the patient 
had attacks of what was apparently petit mal, as 
many as twenty a day. She was placed in a hospital 
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where she remained for four months taking a rest 
cure. She was on a fruit and vegetable diet for eleven 
weeks and later on a milk diet for five weeks. The 
attacks did not shate. Dr. Hammond barred out es- 
sential epilepsy, and sent the patient to me for the 
relief of any possible abdominal condition. 

On clinical examination, I found distinct tenderness 
Over the head of the colon and appendix. The large 
colon was prolapsed, the cecum was distended and 
lay in the true pelvis. X-ray of the intestinal tract 
showed a delay in the passage of the food through 
the terminal ileum, the transverse colon and sigmoid. 

Operation was performed June 23, 1916. The gall 
bladder was distended and attached to the first por- 
tion of the duodenum by a tight band which continued 
down over to the transverse colon near its hepatic 
flexure, which was prolapsed. A band about three 
inches broad ran from within an inch of the tip of the 
gall bladder to the gastro-hepatic omentum. There 
was a duodenal kink of marked degree. Just above 
the cecum the ascending colon was bound down 
tightly; the hepatic flexure was grown to the ascend- 
ing colon and the sigmoid was very redundant. There 
was an ileo-pelvic band about three inches from the 
ileocecal valve, which was so placed mechanically that 
the cecum which had already begun to form a divertic- 
ulum caused a degree of ileal stasis which might 
easily account for the ileal delay. The bands were 
severed; kinks corrected; the diverticula were turned 
in, first being treated with iodine; the cecum was 
plicated, and the cecum and ascending colon were 
elevated, rotated outward and anchored to the postero- 
a shelf. The patient left the table in good con- 

ition. 

Following the operation, the nerve condition rapidly 
improved. The seizures of petit mal were reduced to 
a minimum and, except for a slight attack at long in- 
tervals (and these usually followed a protracted ex- 
citement or fatigue), practically disappeared. The 
patient has remained in excellent gee ea condition, 
a member of the high school basketball team, and 
has made a brilliant record both at high school and 
during her first three years at college. She enjoys 
all the pursuits of the perfectly healthy girl, and on 
examination in August, 1925, the writer found her 
normal in every respect. November 15, 1926, she was 
reported well and continuing in college.* 

K. E. was an unmarried woman of 37. In March, 
1916, the patient had an attack of amebic dysentery in 
Korea. Her trouble seemed to date from that attack. 
In June, 1916, she began to have a great deal of ab- 
dominal soreness, and in September she discovered a 
rapidly growing mass in the abdomen. Within a few 
weeks she lost twelve pounds in weight and at times 
had marked obstruction of the bowels. During these 
attacks it was necessary to use opiates for the severe 
pain. 

After she reached the United States, some pre- 
liminary treatment to prepare her for operation was 
instituted, and operation was performed February 7, 
1917. On opening the abdomen, a tumor of the right 
ovary was found about the size of a six mecnths’ 
pregnancy. This was tightly adherent to the bladder, 
to the abdominal wall and to about three feet of in- 
testine; and the right ureter was tightly. attached to 
this mass. Attached to the left side was also a 
cystic tumor, about the size of an orange, which was 
adherent to the rectum. It seemed to be near the 
site of one of the old ulcers which apparently resulted 
from the amebic dysentery. 

The tumors were removed, the raw surfaces were 
covered, and the patient was returned to her rcom in 
marked shock. She was in a state of severe depres- 
sion for many weeks following the operation. A con- 
fusional state and hallucinations were present. It 
was necessary many times to restrain her. For 
twenty-one days it was necessary to feed her by tube 
through the nose. 

After many weeks of care, the mental condition 
cleared and eventually she became perfectly well men- 
tally and physically. 


This case was one of an infection exhaustion psychosis 


which was a direct result of superimposing the operative 
shock upon a nervous system already unstabilized by 





*Bainbridge, Wm. Seaman: Preliminary Report, the 
Constitutional Effect of Prolonged Intestinal Tox- 
emia. Med. Jour. and Rec., Oct. 21, 1925. 
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years of absorption of toxins from the alimentary canal. 
The patient was evidently able to carry the toxic infec- 
tion with a certain margin, but when the surgical shock 
was. added she collapsed mentally. 


Dr. Henry A. Cotton, in a paper entitled “The Re- 
lation of Focal Infection and Mental Disease,” indi- 
cates the efficacy of removing all the centers of infec- 
tion as part of the routine treatment of all mental 
cases. He states that for the year 1918-1919 at the New 
Jersey State Hospital the following results were secured: 

“There were admitted four hundred cases classified 
as the functional group, including manic-depressive 
insanity, toxic delirium, and dementia precox. At the 
end, cf the year there were only one hundred and 
thirty patients of this group remaining in the hos- 
pital. Two hundred and seventy had been discharged. 

“At the end of a six months’ period, thirty patients 
of this group had been discharged, and three months 
later only sixty of the original four hundred were still 
in the hospital. A further examination of these sixty 
revealed the fact that a large proportion had definite 
intestinal lesions. 

“In all of the patients, examination was made for 
every possible source of toxic absorption: teeth, ton- 
sils, mastoid, sinuses, genital and intestinal tracts. 
Complement fixation tests of the blocd for the strep- 
tococcus group and the colon bacillus were done. The 
‘Wassermann test was given as a routine measure.”’ 


“The results’ in these cases seem self-evident. 


::Dr. Kirby, of the Manhattan State Hospital, con- 
siders that Dr. Cotton’s generalization that all mental 
disorders are due to bacterial toxemia is far too sweep- 
ing. Dr. Kirby says: 

“Dr. Cotton’s conception of a specific etiolcgy, a 
bacterial toxin, ignores practically all of those ele- 
ments which form the basis for the modern biological 
‘conception of functicnal nervous and mental disorders. 
This generalization is certainly contrary to all that 
we have learned from the study of life histories, con- 
Stitutional make-up, emotional factors and other con- 
ditions which stand in obvicus relationship to the de- 
velopment of many behavior disorders and mental 
conditions. 

“That toxemia, infection and other physical condi- 
tions are often factors which precipitate a nervous 
and mental breakdown no Gne will deny, but there 
are many cases in which such factors cannot be shown 
to’ exist and still others in which, if infections are 
present, they are subsidiary to other causes, as shown 
“by the fact that their elimination does not result in a 
cure, Whereas attention to other causes will often re- 
sult in restcration of the patient’s health.” 


Here the conclusions of these two eminent psychia- 
trists are at variance. In the present writer’s experi- 
ence, there is a middle ground in many of these mental 
cases. The problem of the difficult diagnosis must also 
be considered in assigning a mental case to a specific 
class: The difficulty of differentiating the conditions in 
their early states is often very great. While the writer 
makes no claim that a deterioration psychosis can be 
restored to a normal mental status, he believes that 
there are many mental conditions, which diagnosed and 
treated in their early stages, can be greatly relieved, or 
even.cured by the elimination of primary or contributory 
causes, particularly auto-intoxication. 


One of the important contributions to the study of 
mental disease is that of J. G. Porter Phillips, who 
contributed an article on “The Early Treatment of 
Mental Disorder” in the Lancet of 1923. As the title 
indicates, the article emphasizes the necessity of diag- 
nosing a mental condition before deterioration takes 
place, that is, in the earliest possible stage, and estab- 
lishing the treatment before the radical measures are 
indicated. Dr. Phillips says, in part: 

“Mental disorder in its earliest stage, as most 
psychologists understand it, is a condition of mind 


that more often than not may permit an individual to 
adjust himself to his surroundings and follow his 
avocaticn without ever reaching the stage when the 
medico-legal label of ‘‘insanity’”’ has to be applied to 
the case. The problem of the so-called shell-shock 
patient has forced the whole question of the early 
treatment of neurosis and psychosis to a position of 
preeminence and recurring persistence. If the shock 
and violence of war experiences resulted in complete 
inability to face reality, and if by care, understanding 
and skilled treatment, mental and moral balance could 
be restored, there is no reason why civilians, harassed 
and bewildered by their social environment, should 
nct experience a like benefit from similar care and 
treatment. Neuroses, psychoneuroses and psychoses, 
all have common basic origins in both soldiers and 
civilians, whether due to shock, lack of adaptation or 
physical condition.” 

Without entering into an etiological discussion re- 
garding mental disorders, there are certain facts which 
must be stressed to make clear our position regarding 
the relation between toxic centers of the human body 
and certain types of psychoses. First, granting that in 
many so-called insane patients there is a predisposition 
to insanity, a constitutional inferiority, it is nevertheless 
true that more often it is a combination of causes rather 
than a single factor which produces the final result in 
many psychopathic states. The added “straw” in the 
production of the psychosis may be simply a change of 
environment, possibly an added economic pressure, or 
one of the thousand other significant or insignificant 
elements which enter into the problem of daily living. 

Borne without the added stress of an auto-intoxica- 
tion, the normal, or even the potentially psychopathic 
individual, might meet the added economic, or other 
burden, without a mental breakdown. Weighed down, 
however, by the auto-toxic effects of an intestinal, a 
gall bladder, a thyroid or other condition, he succumbs 
mentally to the added physical strain imposed. Thus 
the physical abnormality may prove either a contribu- 
tory or an essential cause, but whichever it may be, 
neither a normal nor a psychopathic type is improved 
by the presence of a physical disability. Since the 
mentally normal person of today may be the acutely 
insane patient of tomorrow, it is the imperative busi- 
ness of the psychiatrist and of the surgeon to work in 
cooperation, so that no single abnormality, either mental 
or physical, shall be overlooked. 

The possible points of toxic absorption in the human 
body are numerous, and anyone of these may be the 
site at which a general toxicosis (with possibly a subse- 
quent mental change) may originate. The genital lesion, 
or inflammation, the toxic goitre, the cryptic tonsils, 
the infected kidneys, sinuses, gall bladder, or the divertic- 
ulum of the intestinal canal may be the selective site 
at which a psychosis has its inception. At anyone of 
these sites there may be absorbed just the added load 
of toxin necessary to turn a “borderline” mental condi- 
tion into a full psychopathic, or to cause a healthy 
mentality to fall below the standard requirements for 
the normal human being. 


And if the physical background in relation to mental 
conditions is important, the mental background in re- 
lation to physical conditions is equally so. 

How many times have we permitted a surgical case 
to become also a neuro-psychopathic case, or even a full 
psychopathic, before we have called the psychiatrist in 
consultation ? 


Allibutt says: 


“There is no such thing as typhoid fever, as angina 
pectcris, as spleno-medullary leukemia. The_ things 
so called are (men) Wilkinson, Johnson and Thomp- 
son, who after their kind are afflicted not alike, but 
within such limits of similarity as to lead us to class 
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them together and to form a general conception of 
them.”’ 


Herein we err! An abnormal mental condition is not 
a morbid entity, an independently existing psychosis. 
It is a number of different conditions due to a variety 
of causes. Insanity is not a disease. It is rather a 
grouping for a large number of different diseases. 

White says the use of: psychiatry is no longer consid- 
ered to be either to find a diseased nerve cell or to make 
a hard and fast diagnosis of a given condition at a given 
time. To understand psychiatry, we must understand 
the individual, we must study not only his origin and 
development but his adjustment to conditions. The 
provocative causes of mental disorder are legion and 
the type of mental pathology may change from time to 
time. 

The foregoing material has stressed the importance 
of the part which surgery may play in mental path- 
ology; of equal importance is the part which psychiatry 
may play in medicine and surgery. Twenty-five years 
ago, the writer’s old professor and friend, Dr. M. Allan 
Starr, of the College of Physicians and Surgeons, New 
York, made the statement that the study of neurology 
took an enormous amount of time, but the subject of 
mental disease could be adequately taught in five lec- 
tures. 

In the last twenty years, the value of psychiatry in 
its relation to general medicine has become better un- 
derstood, and during that time, as surgeon-in-chief of 
the Manhattan State Hospital, the writer has had ample 
opportunity to see how very closely medicine and 
psychiatry may react on each other. 


The new medical center in New York is including a 
huge building to house the New York State Psychiatric 
Institute and Hospital in order that the mental and 
physical diseases may be studied together in the same 
clinics. This is, of course, the ideal method. To know 
all that is to be known concerning a patient’s needs is 
the only way to obtain a balanced diagnosis. 


Dr. G. H. Kirby, in' a recent personal communication 
to the writer, said: 


“Happily the program cf psychiatry during recent 
years has brought a broader conception of the nature 
of nervous and functional disorders and has evolved 
more effective methods of treatments. 

“From the pathological standpoint, it is necessary 
to realize that we are dealing with complex human 
reactions which involve the total personality, and 
which must have, necessarily, both a mental and a 
physical aspect. These reactions are not due to 
specific cause, nor are their manifestations explaina- 
ble on the basis of a single factor. 


“In a sensitized individual, an emotional (mental) 
insult in certain biological mechanisms will cause a 
Proncunced disturbance of circulation, digestion, or 
other functions, just as promptly as protein will cause 
a disturbance in other biological mechanisms of the 
individual. 


“A morbid fear or delusion represents an effort on 
the part of the organism at defense against certain 
situations, cravings or ideas, just as definitely as dces 
inflammation represent defensive efforts on the part 
of the organism against dangers of another sort. 


‘In unstable or emotionally sensitized persons, a 
functional nervous or mental disorder may be precip- 
itated by various causes, and usually both mental 
and physical factors are involved. Certain persons 
react quickly with delirium to an infectious disease; 
in other individuals physical disturbances such as 
Sepsis, toxemia, or fatigue, will promptly release a 
neurotic condition. In many of these cases, a most 
careful study is required to determine whether gastro- 
intestinal, cardiovascular or other symptoms are due 
to organic lesions, or whether they are not deter- 
mined through emotional conflicts, repressed wishes, 
or unsatisfied cravings. In many instances, the clin- 
ileal picture is the result of a combination of both 
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physical and psychic factors, and it is only by con- 
sidering both aspects that successful treatment will 
be achieved in these functional nervous and mental 
disturbances.”’ 

Obviously there is a large field for cooperation be- 
tween the psychiatrist and the surgeon. Dr. Kirby says 
that in practice outside of institutions it is unfortu- 
nately not the custom of internists or surgeons to give 
to the psychic factors the consideration they deserve. 
Many patients of psychic type are not admitted to 
state institutions: there is no question of their sanity, 
although they are really suffering from an underlying 
mental condition. These are encountered in great num- 
bers in private practice as nervous or unstable ‘ per- 
sonalities, hypochrondrical individuals, neurasthenics, 
psychoneurotics, or psychopathic types. They usually 
come to the physician with the underlying mental trou- 
ble disguised by many physical symptoms, especially of 
cardiovascular, gastro-intestinal and _ genito-urinary 
origin. 

The first step is the elimination of the local condi- 
tion, but the surgeon must realize that unless he also 
recognizes the psychic aspect of the case, that pelvic 
repairs, removal of infections, displacements corrected, 
often will not fully clear up the symptoms. There is 
still the hypersensitive, unstable, maladjusted personal- 
ity to deal with and a psychological approach, with 
psychotherapeutic measures, are important features of 
the treatment. 


In closing, may I paraphase a favorite remark of 
Professor William James? “There is very little differ- 
ence between sanity and insanity, but what little there 
is, is quite important!” And sometimes the difference 
between these states which we term “sanity” and “in- 
sanity” is based on nothing more essentially psycho- 
pathic than surgical repair, or the removal of pelvic or 
intestinal lesions, the elimination of toxic and fatigue 
factors, and rational adjustment. 


34 Gramercy Park. 


DISCUSSION (Abstract) 


Dr. E. Bates Block, Atlanta, Ga—A great deal of 
disrepute was brought upon surgery in neurology dur- 
ing the period when every woman who dared to con- 
sult a physician because of neurosis had her ovaries 
removed. 


Dr. Bainbridge has stressed summation of stimuli, of 
which physiologists talk to us so much today. One 
stimulus alone will have little effect, but another added 
to it may do a great deal. LEverybody’s brain has a 
tensile strength, just as muscles have. Muscles are able 
to take care of a certain amount of trouble, but if 
more is added they break. It is always a gogd policy 
to correct everything that is wrong with a patient. 
Epilepsy, Aristotle said, may be caused by the teeth if 
the brain is willing. We believe that the cause of 
epilepsy is in the brain. If the brain is all right you 
will not get epilepsy, but if you allow a patient with 
epilepsy to become constipated he will have further at- 
tacks. If you allow him to eat excessively, especially 
of indigestible food, he will have attacks. 

Physical disease may throw a patient into the cate- 
gory of mental depression. I have seen many instances, 
for example, a woman with melancholia. There was a 
definite enlargement of the liver and of the gall blad- 
der, there was jaundice in the skin and sclerae. In 
other words she had a chronic cholecystitis. Removal 
of the gall bladder resulted in the most remarkable im- 
provement in the mental state that I have ever seen. 
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The next day after the operation the woman was prac- 
tically normal mentally. I saw an acute psychosis once 
in which I could not find anything wrong except an 
impacted wisdom tooth. Excision of the tooth was 
followed by a phenomenal recovery. Nevertheless, 
many cases rest purely on a psychological factor. Others 
are congenital in origin. There are others for which 
we do not know the cause. 


Dr. Samuel Kahn, Atlanta, Ga—Dr. Bainbridge re- 
peated the opinions of Drs. Kirby and Cotton which 
were somewhat conflicting. Dr. Kirby is a pure and 
excellent psychiatrist and looks upon mental disease 
from the standpoint of psychiatry. Dr. Cotton is a 
dentist with some psychiatric experience. He looks 
upon mental disease from the dental and surgical stand- 
points. Occasionally, when some of Dr. Cotton’s pa- 
tients, from the Trenton State Hospital, and elsewhere, 
are followed up they are found in New York and in 
other States, with mental conditions even worse than 
when they were in Jersey. I have had the pleasure of 
seeing and treating some of Dr. Cotton’s patients, both 
privately and in publicly owned and political institu- 
tions in New York and Connecticutt, who were sup- 
posed to have been cured. I found that they needed 
prolonged custody and most careful treatment and at- 
tention, because of suicidal, homicidal and other mental 
trends. I do not intend to discredit Dr. Cotton’s work. 
There is no question that bad teeth and other foci of 
infection may aggravate borderline mental states and 
cause various mental disturbances. I wish to empha- 
size this point, in order that we may not too optimisti- 
cally consider foci of infection the primary causes of 
mental conditions in general. We still must believe 
(though we do not wish to) that the majority of 
psychoses are functional. 


Autopsies on patients who have been in psychiatric 
institutions for long periods convince us that the ma- 
jority of mental disturbances are functional. No mat- 
ter what you do for the patients, surgically or medi- 
cally, the mental symptom complex will run its course. 
Surgery is not of very much benefit in the usual 
psychoses, but may be marvelous, possibly, in neuro- 
logical and delirious states. We must not discourage 
further surgical, medical and other therapeutic efforts, 
in addition to mental therapy, when the diagnosis 
points towards organic abnormality. Dr. Bainbridge 
has probably accomplished remarkable results after 
meeting with organic conditions. His results would 
have been very different had he tackled functional 
lesions. Dr. Bainbridge says certain mental states have 
cleared up after influenza. This sounds very encouraging. 
Unfortunately, my experience in a large New York 
State hospital for the insane, for quite a period of time, 
and als6 in a municipal hospital, did not prove to me 
that influenza cleared up psychoses. I have certainly 
seen from five hundred to a thousand insane patients 
with influenza of the epidemic form. I did not notice 
a remarkable change following this infection. Dr. 
Hubbel, of King’s Park State Hospital, wrote on this 
topic. Several years after the publication of his paper 
I still found the influenza patients in the State Hos- 
pital, deteriorating rapidly. 

The etiological factors of functional mental disturb- 
ances will have to be solved by chemistry and 
psychology. 


May 1927 


Dr. Groesbeck Walsh, Fairfield, Ala—Will Dr. Bain- 
bridge state what is the ruling of the Naval Medical 
Department toward the Wassermann reaction? 


Dr. Bainbridge (closing)—I am not posing as a 
neurologist or as a psychiatrist, but I feel that I can 
accomplish more for my patients if I am able to ap- 
proach their problems with some of the principles of 
neurology and psychiatry in mind. 

I am glad that Dr. Block brought out the point re- 
garding ovaries. 

In transplanting ovaries for therapeutic purposes, I 
make a pocket behind the rectus muscle, insert the 
graft and anchor it in place lying on the deep epigas- 
tric vessels, in proximity to the lymphatic radicals, 
Following the removal of diseased ovaries (in non- 
malignant conditions, with the uterus intact), I remove 
the ovarian tissue from the mass and, when it is sur- 
rounded by septic tissue, employ the cautery, after- 
wards excising the nearby tissue which may have 
become devitalized from the heat. I slit open the fal- 
lopian tube, insert and bring into close relationship the 
graft, stitch a peritoneal or an omental flap over the 
ovarian tissue and fasten it to the uterus or broad 
ligament. After the removal of both ovaries and tubes, 
I graft the ovarian tissue to the stump of one of the 
tubes, or, if there is enough material, to the stump of 
both. In one such case, where I followed autogenous 
implantation, after complete ablation of the ovaries and 
tubes for double salpingo-oophoritis with pelvic ab- 
scess, the patient had twelve years of menstruation, a 
normal pregnancy, and an uncomplicated menopause. at 
fifty-one years of age. In cases where complete re- 
moval of the ovaries is necessary, the reimplantation 
of a piece of normal ovarian tissue may save the pa- 
tient the many symptoms of menopause, including a 
possible menopausic derangement. 


As to the Wassermann test, you and I know, and the 
public is beginning to recognize, that we are in a very 
lamentable position. Noguchi and Ewing agree that 
without clinical symptoms even a four plus Wasser- 
mann must not be taken too seriously. From abroad 
we learn that there are many elements, such as ether, 
alcohol, and certain diets, which will influence a Was- 
sermann reaction. In this connection, it is interesting 
to observe that on December 30, 1925, the U. S. Navy 
Medical Department notified all medical officers that 
thereafter the Kahn test would be regarded as the 
standard test in the serum diagnosis of syphilis and 
yaws, and that it was to be so employed in routine. 
It is now purely optional in the U. S. Navy whether 
other tests are employed. If they are employed, they 
must be in addition to the Kahn test. 

Many writers agree that a surprising number of 
gastric ulcers yield to anti-luetic remedies, whether or 
not the Wassermann test has proved positive. Bismuth 
which is now recognized as an anti-luetic drug, is one 
of the remedies which has produced cures in some cases 
of gastric ulcer. Some gastric ulcers yield to bismuth 
because the ulceration is due to a condition which in 
an earlier paper I termed “luetism,” a type of thinned 
out syphilis, so attenuated as to react to no known 
present day test for syphilis. I believe that “luetism 
is the basic cause of many non-malignant gastric and 
duodenal ulcers even in cases where the Wassermann 
reaction is negative. 
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THE VASCULAR FACTOR IN 
APPENDICITIS* 


By G. S. Grauam, M.D., 
Birmingham, Ala. 


The clinical and pathological recognition of acute ap- 
pendicitis was delayed for a surprisingly long time after 
the foundations of modern medicine had been laid. 
Acute suppurative conditions in the right lower quad- 
rant were observed constantly, but it was not until the 
early part of the Nineteenth Century that French fol- 
lowed by English writers began to develop the definite 
conception that these phenomena took their origin in an 
inflammatory process localized primarily in the ap- 
pendix. The Germans entered the field in the second 
third of the Nineteenth Century, but only to muddy 
the waters through the introduction of the terms 
“typhlitis” and “epityphlitis” and the theory of a 
purulent inflammation originating in the cecum and 
spreading from it outward in the surrounding cellular 
tissue where, as a wholly incidental matter, it might in- 
volve the appendix. This doctrine dominated the 
thought of the time till the classical paper of Fitz pub- 
lished forty years ago finally cleared up the situation 
by furnishing a rational clinical and pathological inter- 
pretation of the disease as he had actually observed it. 


From the standpoint of pathology, most present- 
day descriptions of appendiceal lesions are based on 
Aschoff’s work. In a monograph published in 1908, 
Aschoff embodied the results of an elaborate study of 
about one thousand appendices that had been col- 
lected over a period of seven years.l1 His teachings 
corrected much of the vagueness or actual error that 
had been current and built up an harmonious story of 
appendiceal inflammatory disease. Aschoff insisted 
that the disease begins always as a phlegmonous 
mucosal lesion of microscopic size and not, as had 
been commonly believed, as a generalized superficial 
lesion or ‘‘catarrhal inflammation.” The primary focus 
of infection (Primarinfekt) is characterized by a neu- 
trophilic accumulation in the subepithelial tissue, the 
appearance of a minute break in the covering epithe- 
lium, and the development on the denuded mucosal 
surface of a droplet of fibrin and leucocytes. Such a 
lesion can usually be demonstrated within six hours 
after the beginning of symptoms. It is practically al- 
ways multiple. It occurs only in the depths of the 
furrows that lie between the longitudinal or trans- 
verse ridges described as characteristic of the mucosal 
arrangement. Aschoff admits that analogous ulcera- 
tive lesions of small and large intestine take their 
origin at the summits of the projecting mucosal folds, 
but explains that this localization is due to the back 
and forth movements of the peristaltic currents. The 
contrary obtains in the appendix. Here in the depths 
of the valleys between folds, and particularly in those 
transverse to the long axis of the lumen, bacteria are 
enabled to settle down and remain quiet long enough 
for their virulence to become increased to such an ex- 
tent that they are able to produce infection. Infec- 
tion is promoted also by the outward pressure devel- 
oped in the lumen as the result of fecal stasis or the 
accumulation of secretions. Infection is common at 
bends or angulations, in the distal segment or just be- 
hind or in front of concretions, because of the in- 
creased intraluminar pressure developed at such sites. 
Once primary infection has occurred, neutrophils ac- 
cumulate about the focus and spread outward in the 
walls as a cone-shaped formation with its base at the 
Serosa. The apex of the cone lies in the mucosal 
space separating the lymph follicles and never coin- 
cides with the follicle itself. No bacteria can be 
found anywhere within the focus except in the fibrin- 
Gropiet sitting upon the lumen surface of the epithelial 

efect. The deeper lesion is purely toxic. This con- 


_ 


*Read in Section on Pathology, Southern Medical As 
sociation, Twentieth Annual Meeti - 
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dition lasts only a few hours. It may clear up quickly 
and completely, or it may progress to the second or 
‘phlegmonous” stage characteristic of the twelve 
hour period of an attack. The early wedge-shaped 
lesions here approach and merge into each other in 
the outer wall, the peritoneal surface is covered by a 
slight exudate, but no bacteria can be found any- 
where except in the innermost zone of the mucosa. 

During the second day complications may begin to 
appear in the form of minute abscesses in the wall. 
They may or may not contain bacteria. If healing 
does not now occur, the disease enters on the “ulcera- 
tive’ stage, characterized by progressive purulent 
softening of the mucosal folds bordering on the in- 
fected furrows. Hemorrhage is ‘unusually frequent’ 
in the softened tissue. The mucosa is gradually re- 
placed by a fibrino-purulent, more or less markedly 
blood soaked (blutigdurchtrankte) exudate which may 
cover the whole inner surface. The mucosal folds 
overlying the mesenteric attachment are preserved 
longest. On about the third day, or perhaps earlier 
in children, deep destruction of the wall may appear 
in some foci. It is due at times to a direct necrotiz- 
ing toxic action of the many bacteria now present. 
Ulcerative perforations may occur in sectors corre- 
sponding with the originally infected furrows. Since 
these furrows are more commonly located on the 
extra-mesenteric side of the appendix, coarse per- 
foration is more common on this free surface. Ne- 
crosis of the wall involving a part or all of its cir- 
cumference may appear as a second complication of 
this stage and may result from anemia or hemorrhagic 
infarction due to the extensive inflammatory and 
thrombotic processes that have now developed in the 
vessels of mesentery and wall. But it is sometimes 
difficult to determine in a given case whether necrosis 
is primary or the result of bacterial action in tissues 
previously weakened by vascular disturbance. Gan- 
grene may occur as the result of inwandering of 
putrefactive fecal organisms. It may result in per- 
foration of a third and most massive type. 


The first link in this chain of events is the weakest. 
No satisfactory answer is given to the old question as to 
why suppurative inflammation is so common in the ap- 
pendix and so infrequent in the other portions of the 
gastro-intestinal tract. The answers offered by the 
different textbooks are equally unsatisfactory. Dominant 
among them is an emphasis on the fact that the ap- 
pendix is a vestigial organ with negligible function and 
therefore increased susceptibility to infection. But it 
may be pointed that, even though vestigial, the appendix 
is provided with perfectly typical histological structures. 
Microscopically, at least, it shows no evidence of de- 
cadence. Next is the fact that the appendix has rela- 
tively more lymphadenoid tissue than other portions of 
the intestine, and, therefore, is like the tonsil and, there- 
fore, since the tonsils are often inflamed, the appendix 
is likewise often inflamed. It is suggested, even, that 
an infection primary in the tonsil is transmitted thence 
to the appendix as to a near cousin. Or it is argued 
that appendicitis is the result of digestive disturbances 
and some sort of “catarrhal” upset of the intestinal 
mucosa. There is no doubt that chronic indigestion 
and constipation are frequent forerunners. Attacks some- 
times appear to be precipitated by a hearty meal, espe- 
cially if it has included indigestible foods. But how do 
these things initiate the inflammation? Again the ap- 
pendix is a blind sac relatively long but with a narrow 
lumen that is filled with feces and may be readily 
closed off at its proximal end by a valve-like fold, or 
possibly by an angulation at its cecal orifice. Stagna- 
tion of contents takes place and the contained bacteria 
may increase in virulence sufficiently to produce infec- 
tion, particularly when aided by an increased outward 
pressure of the accumulating secretions. Bends and 
kinks or the disturbing action of adhesions may create 
the same conditions. Here we have Aschoff’s explana- 
tion. Fecal concretions or foreign bodies may also lead 
to stagnation of contents and may even injure the 
mucosa mechanically. Von Brunn? believed that the 








366 


concretion produced infection because it concentrated 
at one place the toxic action of the vast numbers of its 
constituent bacteria. Failing the validity of any of 
these explanations, it has been suggested that appendi- 
citis is a more or less specific infection, or that it arises 
as a secondary focus in influenzal or other distant in- 
flammatory process. Regarding the old controversy as 
to whether infection is hematogenous or enterogenous, 
Aschoff takes a position that is essentially that of most 
modern writers. He concludes that hematogenous in- 
fection must be considered as possible, but that practi- 
cally it must be of minor importance, most infections 
originating at the mucosa from direct invasion of organ- 
isms contained with the lumen. The search for a char- 
acteristic or predominant invader has occasioned an 
enormous amount of bacteriological work. And the 
search is still occasionally taken up by some bacteriol- 
ogist who has remained unconvinced by previous fail- 
ures. A great many different organisms have been re- 
covered. Aschoff believed that the usual invader is a 
fine Gram-positive bacillus that he encountered fre- 
quently in tissue sections, but never cultivated. To it 
is often added a coccus that he placed tentatively some- 
where in the streptococcus family. This also was seen 
in sections but never cultured. Poynton and Paine? 
produced experimental appendicitis in the rabbit by the 
intravenous injection of their diplococcus of arthritis. 
Rosenow recovered a streptococcus with selective prop- 
erties. The organism most commonly recovered by 


workers in many different countries has been a strepto- 
coccus, with the colon bacillus as a frequent companion. 
But the complete list of organisms reported constitutes 
almost a catalogue of the known pathogenic forms. 

A rather considerable burden of proof rests on the 
theory that bacteria of the intestinal lumen can readily 


attack the lining wall of the appendix. The structure 
of the appendix is essentially that of the colon, and the 
intestinal wall is peculiarly resistant to infection. Mem- 
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Fig. 1 
Normal appendix. India ink injection (venous). The 
muscularis mucosae divides the submucosal from 
the mucosal vascular net and is penetrated at in- 
tervals by narrowed communicating vessels. The 
injection fluid has ruptured through the superficial 
mucosal capillaries into the lumen. 
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bers of the typhoid-dysentery family and the Ameba 
histolytica have a special power of attack upon it. The 
tubercle bacillus can also invade it, but considering the 
undoubted frequency of its presence in the bowel it 
must do so only rarely. The actinomyces appears oc- 
casionally. Primary invasion by organisms other than 
those of this very limited list is uncommon. The bare 
walls of the typhoid ulcer remain free of secondary in- 
vaders. The ameba may travel deep into the bowel 
wall, leaving behind it an open tract, yet the marginal 
tissues are often free of leucocytes or any other evi- 
dence of infection. Traumatic or surgical wounds of 
the wall heal readily without suppuration as long as 
there is no infection of the peritoneal covering itself. 
Evidently the intestinal tissues are endowed not only 
with a peculiar resistance to bacterial invasion but also 
with a remarkable power of repair. There is no rea- 
son to believe that the appendix differs in this respect 
from other portions of the tract. Tissue of this sort 
will not suffer invasion at the hands of divers and 
sundry varieties of bacteria unless something has hap- 
pened that has seriously damaged the tissue. 

If intussception or volvulus occurs in the intestine, or 
an embolic or thrombotic infarction of the mesenteric 
vessels takes place, tissue necrosis resulting from the 
circulatory disturbance is quickly followed by a migra- 
tion of bacteria into and through the bowel wall. 
The death or intense asphyxiation of protoplasm de- 
stroys some quality upon which resistance depends. 
Bacteria can make their way through such tissue as 
readily as they can spread about in the culture 
medium of a test tube. It is probable that invasion of 
the appendiceal wall takes place as a result only of 
some similar paralyzing injury, and that acute appendi- 
citis is initiated by some circulatory disturbance of the 
involved tissues. 

The usual textbook discussion of the etiology of ap- 
pendicitis pays little or no attention to the peculiarities 
of the appendiceal blood supply. Throughout other 
regions of the movable intestine an abundant circula- 
tion is provided through a rich system of anastomosing 
collateral vessels. In the small intestine a loop of 
mesentery contains a whole series of vascular loops ar- 
ranged in several tiers and connected one with the other 
by frequent vertical branches. The appendix, by con- 
trast, is supplied most commonly by a single artery 
and vein. Occasionally there is a second artery run- 
ning to the.proximal portion and rarely there may be a 
third directed toward the middle portion. There was 
at one time lively discussion as to whether or not the 
appendiceal should be considered as an end artery. 
This academic question now concerns us little. The 
terminal twigs of the artery certainly anastomose with 
branches of the anterior and posterior colic arteries 
supplying the cecum and probably there are minor com- 
munications also with the systemic vessels of the body 
wall and perhaps in the female with the pelvic circula- 
tion. But as a matter of practical physiology, the blood 
supply to the appendix is of a terminal type, and 
peculiarly liable to interference. The usually single 
artery and its accompanying vein take their origin from 
secondary mesenteric branches lying above the upper 
edge of the terminal ileum. They pass behind and 
beneath the bowel against the posterior wall of the ab- 
dominal cavity. The meso-appendix arises from the ileal 
mesentery as a thin sheet of membranous tissue, with 
one long free edge. The vessels ‘pass outward close to 
this free margin. They send a variable number (usually 
four to six) of long delicate branches through the 
meso-appendix into the appendiceal wall. These ves- 
sels do not anastomose with each other within the 
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mesappendiceal vessels, or that kinks 
and adhesions, scars, concretions or for- 
eign bodies may interfere with the nutri- 
tion of the tissues and thus favor in- 
fection. 


Fowler,6 one of the pioneers in the 
study of appendicitis, published a 
monograph on the disease in 1894. 
Professor van Cott wrote the chapter 
cn Pathology. Van Cott’s material 
had been extremely limited, but he 
drew from it certain very definite con- 
clusions. He considered the circula- 
tion practically a ‘‘terminal’’ one, de- 
scribed para-, peri- and endo-vas- 
culitis and thrombosis of the mesen- 
teric vessels, and concluded that tor- 
sion of the mesentery resulted in vas- 
cular and nervous degenerative 
changes that interfered with the nutri- 
tion of the appendiceal tissues, and 
thus opened the way to infection. 

In the same year, Roux7 attempted 
an experimental study of some of the 
factors concerned in acute appendi- 
citis. He emphasized the possible im- 
portance of circulatory disturbance in 
the production of perforation and 
gangrene. . Roger and Josue8 and sev- 
eral other French investigators at- 
tempted during the next few years to 
produce experimental appendicitis in 
animals (usually the rabbit) by liga- 











Fig. 2 
The Primarinfekt. 


the epithelium lifted from its bed by extravasated blood. 
cells, fibrin and leucccytes extend through an epithelial defect 
The disrupted upper mucosa contains leu- 
Two thrombosed capillaries appear 
The lesion overlies a lymph 


onto the surface. 
ecocytes and nuclear debris. 
at margins of infarcted area. 
follicle. Duration of symptoms, thirty-six hours, 


mesentery except in rare instances, and here the com- 
munication is only between the most proximal. Within 
the appendix the separate vessels spread out to supply 
limited segments of the wall, and while there is com- 
munication between adjoining fields of supply, injection 
methods demonstrate that at least in the mucosa a 
given tissue territory is rather sharply dependent for its 
nutrition upon the continued integrity of its own par- 
ticular terminal. Tixier and Vianney? have pointed out 
that the appendiceal structures have a double insertion, 
the appendix itself being suspended from the cecum, 
while the mesentery and vessels come off from the 
mesentery of the ileum. The whole apparatus is thus 
so placed as to be peculiarly subject to the varying 
pull and pressure of the overlying heavy movable cecal 
pouch rotating about the fixed terminal ileum. Behind 
is the bulging psoas muscle with its constant activity. 
Excellent opportunities are afforded for interference 
with the blood supply to the appendix. The situation 
is particularly dangerous when adhesions interfere with 
the freedom of motion necessary to the appendix if it is 
to follow the cecum in the changes of size and position 
to which that viscus is constantly subjected. In a 
statistical study based on post-mortem examination 
of a large number of bodies, Byron Robinson® suggested 
years ago that psoas activity itself may produce such 
limiting adhesions. 

The suggestion that circulatory disturbance is the 
Primary factor leading to inflammatory disease of the 
appendix is not new, although, as was stated, the usual 
textbook gives the question scant attention. It is gen- 
erally said that infarction may occur in the gangrenous 
appendix, or that cases of severe infection may be com- 
plicated by hemorrhagic extravasation in the wall or 
lumen, or by thrombosis or thrombophlebitis of the 


The upper mucosal tissues are disrupted and 


tion of the appendix or one or more 
of its mesenteric vessels. They com- 
bined with such procedures the injec- 
tion of bacteria into the lumen and 
the introduction of foreign bodies. 
The results were not conclusive, but 
de Klecki9 insisted on the importance 
of circulatory disturbances as an 
etiologic factor in human appendicitis. 
Like van Cott, he believed that such 
disturbances might follow kinks or 
torsion of the appendix, or of its 
mesentery, or the presence in the lumen of for- 
eign bodies or concretions. The French work was 
confused by the controversy that arose over the doc- 
trine of the ‘‘cavite close’’ sponsored by Dieulafoy, 
and the question as to whether bacteria imprisoned 
within the closed-off lumen showed increase or de- 
crease of virulence. In Germany, van Cott’s work 
was reviewed under the direction of Nothnagel and 
rejected as erroneous. But Meisell0 confirmed the 
frequency of vascular lesions in the meso-appendix 
and argued that these were of primary etiologic 
significance in appendicitis. He believed that low 
grade chronic mucosal inflammation might result in 
inflammation of the perivascular lymph channels. This 
could then initiate thrombophlebitis of the mesenteric 
vessels. Whether recent or healed this could produce 
stasis sufficient, when aided by contraction of the 
muscular wall, to disrupt the mucosa and thus open 
the way to infection. In a series of twenty appendices 
from acute or older cases, von Brunn2 found in all 
but one of the actually diseased specimens, throm- 
botic or obliterating vascular lesions, such as had 
been described by van Cott and by Meisel. He dis- 
agreed, however, as to their significance, and believed 
them secondary rather than primary to the infection. 
Aschoff’s monograph and Winkler’s, dated two years 
later,11 paid little attention to vascular lesions or cir- 
culatory disturbances. These were regarded as purely 
secondary and adventitious, except in their occasional 
relation to gangrenous complications. A _ careful 
anatomical study of the blood and lymph vascular 
systems of the appendix is presented in Kelly’s ex- 
haustive work.12 Their pathological physiology is, 
however, considered only casually, although mention 
is made of thrombophlebitis and of the vascular 
fibroses common in the obliterated appendix. An ex- 
ample of advanced obliterating endarteritis of a 
mesenteric vessel is pictured as a rarity. During the 
past fifteen or sixteen years an occasional paper has 
returned to the old question. Kocher13 insisted that 
too little attention has been paid to such infarct-like 
lesions as were commonly observed by the surgeon. 
Klauberl4 concluded that appendicitis is due to block- 
age of the lumen, resulting from bends or kinks or 
axial rotations, and believed that the accompanying 
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Fig. 3 
India ink injection. Thrombus of interfollicular ex- 
tending into long submucosal vein. 


circulatory disturbance might facilitate infection. 
Brunnl5 described the appendix as a succession of 
segments, seven to fifteen in number, each constitut- 
ing a more or less restricted vascular field. On the 
basis of this segmentation, he explained the forma- 
tion of concretions and the annular or segmental in- 
flammatory lesions with sharply demarcated boundary 
lines. He made a careful study of the vascular dis- 
tribution in mesentery and wall, although he paid 
little attention to the terminal distribution in the 
mucosa. He concluded that stasis and hemorrhagic 
infarction in the mucosa lifted the epithelium from 
its bed and that infection of the denuded mucosa 
then occurred. The primary circulatory phenomena 
were attributed to some disturbance of the sympathetic 
nervous system supplying vessels and muscular walls 
of the appendix. Honckl6 on theoretical grounds had 
also attributed etiologic significance to derangement 
of the sympathetic control. MHeile17 ligated the ap- 
pendix in dogs and introduced bacteria or paraffin 
into the lumen. He concluded that inflammation com- 
parable to human appendicitis resulted only when 
fecal material had been incarcerated in the lumen 
and ascribed to it some specific toxic action. He re- 
jects the theory that circulatory disturbance can be 
significant. V. Redwitzl18 was impressed by the fre- 
quency of venous and arterial lesions in the mesentery 
and wall of the diseased appendix, but was partic- 
ularly interested in the arterial lesions. He described 
toxic or infectious toxic changes in the media and 
called particular attention to a focal intimal thicken- 
ing (endothelpolster) that he found in a large ma- 
jority of appendices in the healed or healing stages of 
inflammation. He believed that such arterial changes 
may be responsible for the pain in “recurrent” or 
“chronic’’ appendicitis. 

The present report is based on the gross and micro- 
scopic study of a large number of appendices that have 
been observed during the past three years in the path- 
ological services of three active hospitals. Interest in 
the problem began when Dr. J. M. Mason, of the St. 
Vincent’s Hospital staff, called me to the operating 
room to observe a strikingly ischemic appendix that he 
was about to remove from a patient suffering from 
acute appendicitis of an early stage. Discussion re- 
opened the old question as to whether the commonly 
observed circulatory disturbances are primary or sec- 
ondary. The frequency of such gross vascular disturb- 
ance needs no comment. The pathologist constantly 
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observes minor and major examples. The surgeon re- 
marks again and again the manner in which the red- 
dened and erected distal portion of an appendix pales 
and diminishes in size immediately after he cuts a con- 
stricting proximal band of adhesions. More rarely an 
ischemic wall reddens under the same treatment. The 
question is merely whether such phenomena are accom- 
panied by corresponding changes in the deeper tissues of 
the wall and whether they are primary or secondary to 
infection. 

Several methods have been tried out in the attempt 
to answer the question. These have included the injec- 
tion of the mesenteric vessels with several masses, but 
most successfully with India ink. The vessels have also 
been injected with roentgenologically opaque fluids and 
observed with the x-ray. As will be readily understood, 
the securing of surgical material suitable for such pro- 
cedures is difficult, and in these days post-mortem mate- 
rial exhibiting acute appendicitis is almost out of the 
question. We have attempted the experimental produc- 
tion of lesions.. The conditions under which the work 
has been done have precluded any such elaborate his- 
tological methods as the preparation of serial sections. 
Only simple methods could be used, and even these 
only in such specimens as promised to be of interest. 
We have used almost exclusively longitudinal sections, 
usually of the entire appendix. It is customary to se- 
lect for study two or three transverse blocks, and these 
are often freed of the mesentery. Longitudinal sections 
are vastly more informing, particularly when both walls 
and the mesentery are included. 

To understand the vascular reactions possible in the 
appendix, we must remember its individual structural 
peculiarities. As was already pointed out, the me- 
senteric vessels anastomose only rarely. As they enter 
the appendix, they pass through channels in a muscular 
wall which, as compared with that of the intestinal 
segments, is relatively thick and dense. The submucosa 
is densely woven. Brunn!5 states that just beneath 
the inner muscular coat the vessels break up almost at 
right angles into long “deep submucosal” branches. Near 
the midlevel of the submucosa these give off numerous 
delicate “long submucosal” branches. In the middle 
portion of the appendix these anastomose freely with 
those of contiguous segments derived from neighboring 
mesenteric vessels. But in the proximal and distal por- 
tions of the appendix they anastomose but little. From 
these vessels arise the “interfollicular branches” which 
pass inward through the muscularis mucosae and branch 
upon it. In our injected specimens the interfollicular 
vessels divide in the lymphatic layer of the submucosa 
into several smaller branches. Some of these radiate 
more or less directly inward through the muscularis. 
They often appear constricted as they pass through this 
structure. Branches extend laterally (or rather prox- 
imally and distally) to the surface of the lymph follicles 
bounding the space, send twigs into them and continue 
around their summit into the overlying mucosa. After 
piercing the muscularis the vessels usually turn as right 
angled terminal twigs toward the lumen. The mus- 
cularis forms a dividing plane between a vessel net be- 
low and a second net above. Between the two beds 
there are only scattered thin communicating links, with 
an occasional larger feeder (Fig. 1). 

Theoretically such a vessel system would appear vul- 
nerable, Actually, congestion and hemorrhage are com- 
mon in the mucosa. It is traditional among patholo- 
ists that such lesions must be traumatic. . They are 
very frequent, and they occur in the absence of any 
clinical or histological evidence of inflammatory changes. 


























Fig. 

Acute gangrenous appendicitis. 
with thrombosis of submucosal veins and inter- 
stitial hemorrhage. Above can be seen the shadow 


4 
Massive infarction 


outlines of the infarcted mucosal structures. A 


submucosal artery is free of lesions. 


Rubesch and Sugi!9 demonstrated the ease with which 
they might be produced in animals by surgical manip- 
ulation. In perhaps the majority of surgically re- 
moved appendices undoubted traumatic lesions may be 
demonstrated both grossly and microscopically. But all 
this does not exclude the possibility that vascular en- 
gorgement and blood extravasation may occur as dis- 
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It: is possible that clinical appendicitis without evi- 
dence of infection may be produced also through inter- 
ference with the lymphatic drainage channels. Dilata- 
tion of the lymphatics in mucosa and outer walls as 
well as in the mesentery occurs commonly in the pain- 
ful appendix not only in children but in adults. In an 
occasional case it may be the only definite abnormality 
found. 

The engorged appendix frequently suffers infection. 
Dilatation of the mucosal capillaries is often accom- 
panied by extravasation of red blood cells. At the 
mucosal surface extravasated red cells and serum tend 
to force the epithelium from its bed and in the result- 
ing space may be found a serous coagulum, with a few 
red cells, perhaps a little fibrin and an occasional 
leucocyte. Single or grouped leucocytes may appear, 
also, within the crumpled epithelial layer, where they 
are attracted probably by degenerative changes in this 
tissue. Stasis is followed quickly by the appearance of 
platelet and fibrin thrombi in the mucosal capillaries. 
These may be found occasionally in a mucosa showing 
only congestive and no inflammatory changes. But 
stasis or thrombosis of the capillaries, particularly in 
the relatively anemic zone at the periphery of a cir- 
culatory field, quickly initiate degenerative changes. A 
small group of epithelial cells disappears and a droplet 
of fibrin and leucocytes appears at the site of the defect. 
The underlying stroma contains many red cells, more or 
less fibrin, and a few polymorphonuclear leucocytes. 
This is the Primarinfekt of Aschoff (Fig. 2). But it 
follows rather than precedes the circulatory phenomena 
always present. Beautiful examples of this and of the 
immediately succeeding stage of superficial ulcerations 
were seen in an appendix removed four hours after the 
onset of severe symptoms of a typical attack and fixed 
at once in Zenker’s fluid. Thrombosis extends rapidly 
downward into the submucosa (Fig. 3). Bacterial in- 
vasion follows asphyxiation of the tissues and the com- 





ease phenomena. In cases clinically typical of acute 
appendicitis, congestion may be the only abnormality 
discernible microscopically. It may be present in the 
vessels throughout the wall, or it may be particularly 
noticeable only in the mucosa. It may appear also in 
the clinically recurrent case, particularly in the acute 
form in individuals who, while showing all the usual 
local signs of appendicitis, have no leucocytosis, nor 
other evidence of general reaction. It is possible even, 
as maintained by Meisel, that engorgement of the ap- 
pendiceal walls may be so extreme as to disrupt the 
soft tissues of the mucosa and the lymph fellicles of 
the submucosa. Such lesions should not be passed over 
in the section as necessarily traumatic. In agreement 
with von Redwitz, there is room here, for a middle 
ground. Sudden changes in circulatory pressure are 
less readily compensated in the dense wall of the ap- 
pendix than in the looser structure of the intestine else- 
where. In the infarcted small intestine the loose sub- 
mucosa acts as a shock absorber. The mucosa with its 
foundational muscularis mucosae may rest. upon a wid- 
ened and hemorrhagic submucosa and suffer only minor 
disturbance in its own supply unless the pressure be- 
comes too severe or too long-continued. Such sparing 
of the appendiceal mucosa does not occur, the pressure 











rather being transmitted at once through the dense 
outer layers to its delicate capillary bed. It is possible 


at the muscularis mucosae may take some part in Acute gangrenous appendicitis. 


the regulation of the mucosal capillary pressure. There 
are considerable individual variations in the develop- 
te of this structure, but their significance is not 
nown. 





Fig. 5 

Cross section. On 
the right, massive infarction with venous throm- 
bosis and thrombophlebitis. At the left is a margin 
of the single uninvolved sectors It lies over the 
mesenteric attachment. Its vessels are open and 
the mucosa is well preserved. 
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Fig. 6 
Cecal tip of white rat six hours after partial ob- 
struction of mesenteric vessels. Rat No. 6. There 
are multiple foci of mucosal infarction with ne- 
crotic and inflammatory changes. An early lesion 
is present at depth of furrow near middle of field 
and two well developed lesions at margins of field. 
There is a surface exudate of mucus, leucocytes 
and cellular debris. Venous engorgement and slight 
interstitial hemorrhage is present in submucosa, 
and there is dilatation of the lymph vessels and 
edema. Leucocytes are advancing into submucosa 

beneath the mucosal lesions. 


bination of the two factors facilitates rapid advance of 
the degenerative and inflammatory processes. But, as 
was noted by Aschoff, tissue destruction and leucocytic 
reaction run ahead of bacterial invasion. The early ap- 
pearance of a sterile sero-fibrinous exudate upon the 
serosal surfaces may be likened to that occurring upon 
the splenic capsule over an aseptic infarct. 

Congestion is most readily produced in the distal end 
of the appendix, that is, at the periphery of the vas- 
cular field of the appendiceal artery and vein. This is 
the segment most often diseased. Very commonly the 
proximal mucosa is free of any lesion, even when there 
is marked destruction distally or medially. The early 
lesion is found most commonly just lateral to or above 
a lymph follicle rather than in the interfollicular zone, 
where the interfollicular vessels take their most direct 
course into the mucosa. After injection of the mesenteric 
vessels with India ink, the little mounds produced upon 
the mucosal surface by the underlying lymph follicles 
appear as grayish white fields in the deep black back- 
ground. In the longitudinal sections no predilection 
can be made out for a location at the bottom of the 
mucosal furrows. When they occur in such places, the 
suggestion is that here again they lie at the periphery 
of a vascular field. Such peripheral location may be 
obvious in cross-sectioned specimens. Here the larger 
vessel trunks appear to be gathered within the mounds 
representing the longitudinal folds of the mucosa. There 
is a rather constant fold along the side of the mesenteric 
attachment where the vessels enter the wall; in the 
middle portion of the appendix there are apt to be two 
lateral folds with a fourth along the free side. These 
are the four sectors where the encircling vessels send 
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in the bulk of their branches. Toward the tip there is 
increasing vessel poverty, and here the folds become less 
prominent. The folds are best seen in specimens fixed 
soon after removal, especially if the appendix is placed 
unopened in the fixing solution. They do not appear 
in the post-mortem specimen. Whether they are present 
during life is an open question. Aschoff states that the 
early lesions are found most commonly in the mucosal 
surface opposite the side of mesenteric attachment and 
that perforation and massive gangrene occur here most 
frequently. This also would be expected since here the 
long submucosal vessels are farthest removed from their 
parent stem. 

Inflammatory changes and _ leucocytic exudation 
spread outward through the wall along lymph and 
blood channels. The larger blood vessels of the sub- 
mucosa are often attacked by acute inflammatory 
changes and the lesions may extend outward into the 
mesenteric vessels, and even into the appendiceal artery 
or vein. Not uncommonly the vascular disease is 
patchy in its distribution. In the serosa the vascular 
lesions as well as the lymph-borne leucocytic exudation 
tend to spread toward the base and may reach far 
above the level of the original inflammatory lesion. 
Thrombophlebitis may become definite pyophlebitis, and 
in rare instances the process extends even as far as the 
liver to produce here the striking picture of multiple 
abscesses. Considering the frequency of the local vas- 
cular disease, it is surprising that such extension is not 
more frequent. As a matter of fact, minor examples 
may occur more often than we suspect. 

As is now widely recognized, the vascular lesions ac- 
companying appendiceal inflammation offer a rich field 
for the histological study of inflammatory and _ toxic 
vasculitis. Beautiful examples of arteritis and phlebitis 
and of thrombotic processes are exceedingly common, 
particularly in the vessels of submucosa and mesentery. 

















Fig. 7 
Early mucosal infarction with surface droplet of 
leucocytes, red cells and fibrin. Rat No. 6. There 
is venous engorgement of submucosa, edema and 
focal hemorrhage. Overlying the area is a cone of 
deeply hemorrhagic mucosa with early degenerative 
and exudative changes. 
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Fig. 8 

Mucosal infarct. Rat No. 6. In inner third of the 
affected mucosa there is extreme capillary engorge- 
ment and some interstitial hemorrhage. One crypt 
is still represented by a column of loosened epithe- 
lial cells; in the others the epithelium has disap- 
peared. In the middle zone the crypts can be made 
out vaguely, but the epithelium is loosened and 
disintegrating. The lowermost zone contains many 
leucocytes. ~The capillaries about the base of area 
are engorged. The lower ends of the crypts are 
well preserved. 


Repair leaves a damaged circulation that must be of 
considerable importance in determining the frequency 
and the severity of recurrences. 


The massive hemorrhagic infarction of a gangrenous 
appendix represents the extreme grade of circulatory 
blockage (Fig. 4). It appears most commonly in the 
distal portion, often at a level 1.5 to 2 or 2.5 cm. from 
the tip. But it may involve the middle portion and 
not uncommonly extends well toward the base, where 
its upper margin lies rather constantly at a distance of 
1 to 1.5 cm. from the amputated cecal attachment. 
When these gangrenous segments are examined more 
closely, they may often be recognized as the field of 
distribution of one or more of the lateral mesenteric 
branches from the appendiceal artery or vein. The 
infarcted portion is set off above by a typical line of 
demarcation so sharp that in the longitudinal section a 
single low power field of the microscope may show at 
one side an upper normal segment and at the other the 
completely necrotic tissues of the infarcted zone. 
The line may be plain also in the submucosa, but 
the inflammatory reaction spreads upward in the outer 
coats, and especially in the serosa. Usually the whole 
wall distal to the demarcation line is necrotic. Rarely 
the lesion may be limited to a portion of the body. It 
is then set off both above and below by a demarcation 
line. Such variations in location may depend upon 
atypical blood supply such as the occurrence of mul- 
tiple rather than the usual single appendiceal artery. 
There is often a tendency, best appreciated in cross- 
section, for that portion of the wall overlying the mes- 
enteric attachment to be spared, at least for a longer 
time than the tissue further removed from the center of 
vascular supply (Fig. 5). Patients presenting massive in- 
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farction often give a history of the sudden onset of 
symptoms. It may be so abrupt as to be dated almost 
to the minute. Fowler commented on the rapidity with 
which gangrene might follow the first symptoms 
and reported its occurrence within ten hours. We have 
observed it seven hours after onset. Vascular lesions in 
this type of appendix are rapidly developed and varied. 

Fecal concretions are dangerous to the appendix, be- 
cause they fill the lumen with a heavy but particularly 
a rigid mass. Temporary bending or the development 
of angulations may now readily produce venous, or 
possibly even arterial obstruction, about one or the 
other pole of the foreign body. 

It has occasionally been suggested that the fibrotic 
changes found in the obliterated appendix may also be 
dependent on circulatory disturbance. Van Cott be- 
lieved that repeated hyperemia or “chronic stasis” in- 
duced a progressive fibrosis of the wall and mesentery 
and of their contained blood vessels. Somewhat later, 
Berry and Lack2 disagreed with Ribbert’s theory of 
physiologic atrophy and concluded that fibrosis was the 
result of vascular narrowing or arteriosclerosis. Von 
Redwitz believed that there was some relationship be- 
tween the pain of “recurrent” appendicitis and the pres- 
ence of arterial fibrotic changes in mesentery or wall. 
The most recent discussion available is that of Milo- 
slavich and Namba.?! They conclude, in agreement with 
Aschoff, that obliteration of the lumen may in some cases 
result from past inflammation. This is commonest in young 
individuals. The more frequent obliteration of later 
life is not, however, of inflammatory origin. It results 
from primary sclerosis of the submucosal and mesenteric 
vessels. In a small group of cases they were forced to 
assume that the lesion is the result of a low grade in- 
flammation acting over a long period. These conclu- 
sions appear to us more reasonable than the insistence 
upon past inflammation as the source of all obliterative 
changes. Obliteration certainly occurs in individuals of 
the later years of life who give no history indicative of 
preceding inflammatory seizures. Van Cott suggested 
that “repeated hyperemia” or “chronic stasis” may re- 
sult in fibrotic changes of walls and mesentery and of 
their contained vessels. He adds that similar lesions in 
the liver or kidney would be called “cirrhosis.” Sclerotic 
and obliterating changes are frequent in the vessels of 
the obliterated appendix. They may or may not be as- 
sociated with evidences of preceding destructive lesions. 
The long-continued changes commonly accepted for the 
development of the “healing” or “healed” stage may, 
from the circulatory angle, be looked upon 4s vascular 
phenomena rather than as inflammatory lesions in the 
usual sense of the term. The associated pain may be 
likened to that now accepted as an occasional accom- 
paniment of arteriosclerotic changes elsewhere in the 
intestine. 

If appendicitis can be explained in some such terms 
as those here suggested, the reason for its frequency 
and for its occasional rapid destructiveness is to be 
sought in conditions interfering with its blood, and 
perhaps with its lymph circulation. The local condi- 
tions favoring such interference have already been 
sketched. Such an interpretation of the commonly ob- 
served lesions is, however, in some respects at variance 
with currently accepted views. To test out the validity 
of the arguments presented, an attempt was made to 
produce in animals circulatory blockage comparable to 
that hypothecated as occurring in the human appendix. 
The white rat was chosen for the work. In this animal 
the cecal pouch is relatively large. Its distal segment 
may be evenly tapered off, especially in the normal 
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Fig. 9 
Mucosal infarct twenty-four hours after ligation of vein at 
ileo-cecal angle. Rat No. 11. There is extreme dilata- 
tion and engorgement of mucosal capillaries, with inter- 
stitial hemorrhage and occasional platelet thrombi. The 
dark zone of hemorrhage at A lies at the original upper 
margin of the mucosa. On side of the lumen there is a 
layer of neutrophils and cellular debris containing 
large bacterial clumps; above it, a loose net of fibrin, 
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trauma to the covering mesenteric fat, while dis. 
tally the attempt to do so was early abandoned, 
Ligation was not complete, the object aimed at 
being rather only sufficient pressure to produce 
venous congestion or stasis without interference 
with the arterial supply. In a few animals the 
procedure was slightly varied, as will be noted 
below. Asepsis was successful, and in no instance 
was there any evidence of peritoneal infection. 


Sixteen animals were used. The first died 
from ether overdose. For a matter of five min- 
utes before death the ceco-appendiceal vessels 
had been intermittently compressed with forceps 
and the resulting local congestion observed. 
Sections show a well marked engorgement of 
the mucosal vessels in the terminal cecum. 
Venous pressure appears to be _ transmitted 
through the outer coats to the terminal capillary 
bed just as readily as in the human appendix. 
One animal was rejected following puncture of 
the bowel wall by an unsuitable ligature material, 
In seven animals, ligatures of thin wire or linen 
were placed successfully and the animals were 
killed at intervals of two to twenty-four hours 
afterwards. The two hour animal showed slight 
edema of the submucosa with a little patchy 
dilatation and engorgement of the submucosal 
and mesenteric veins. There was a little focal 
mucosal congestion, but this was probably no 
greater than in tissue from normal controls. 
In one four hour animal there was about the 
same condition. In a five hour animal there 
were occasional focal areas of mucosal conges- 
tion and occasionally a tendency toward more 
marked subepithelial engorgement. In occa- 
sional foci a little blood lay directly beneath 
the epithelium, while in and about the area 
were a few polymorphonuclear leucocytes. 
There was an occasional platelet thrombus in a 
dilated mucosal capillary. 





red cells and mucus. A single crypt is recognizable in 
the mucosa (B). In the vein C, the wall on mucosal 
side appears disintegrating (toxic phlebitis). It is per- 
meated by red cells, fibrin and neutrophils. In vein D 
the changes are more marked. The endothelium is un- 
derlaid by serum and leucocytes, much fibrin is de- 
posited in and about the wall, and there is marked 
leucocytic exudation. Artery E is free of lesions. F, 
dilated lymphatic. In the submucosa, generalized 
edema, red cell extravasation and scattered eosinophils, 


mononuclears and neutrophils. 


living state, but under the stimulation of exposure and 
handling, or when acted upon in the fresh excised state 
by histological fixing solutions, the tip contracts to form 
a narrowed cone comparable to the human appendix, 
although never relatively as small in diameter and never 
provided with more than a suggested orificial narrow- 
ing. In such a structure there can at least be no claim 
of fecal blockage. The artery and vein are analogous 
to the human in coming off above the ileo-cecal junc- 
tion, but they lie near the base of the mesentery. An 
accessory blood supply that may be rather considerable 
in amount comes from the colic surfaces through a 
thin mesenteric extension. 

Under ether anesthesia and with careful asepsis, the 
cecal pouch was exposed and delivered upon a bed of 
warm saline sponges. Great care was taken to avoid 
trauma. The cecum itself was not handled with the 
instruments, the ileum or colon being grasped in its 
stead when necessary. A fine wire or a delicate linen 
thread was passed through the mesentery at the middle 
or upper level of the cecum, brought back near the 
free outer edge of the mesentery at the tip and tied so 
as to include three or four of the vascular lines ex- 
tending into the wall. This procedure was carried out 
under a large reading glass. In two of the larger ani- 
mals the vein was isolated and tied in the region of the 
ileo-cecal angle. Usually it was impracticable to isolate 
the vein even here, certainly without considerable 


Of two animals killed at six hour intervals, 
one was negative, the other showed mucosal 
lesions strikingly like those that may be ob- 
served in human appendicitis. Grossly the 
terminal 5 mm. of the cecal pouch was dull red 
and set off by a fairly sharp transverse line from 
the unchanged body. The walls and mucosa 
were also reddened. Microscopically the mucosa 
of the tip, which contracted under the action of 
the fixing fluid till it became comparable to the 
human appendix, showed scattered hemorrhagic 
inflammatory lesions. They were sharply out- 
lined laterally. Within them, the capillaries 
were engorged and contained many leucocytes and 
fibrin threads. The epithelium had almost entirely 
disappeared and the outlines of the crypts were 
not to be made out, except at times at their lower 
ends (Fig. 6). The whole area was stuffed with 
red cells, leucocytes and fibrin, while there was 
a surface layer of the same elements. Leucocytic 
exudation was marked about and beneath the mus- 
cularis mucosae and extended slightly outward in 
the submucosa. Dilated submucosal vessels often 
appeared directly outside the lesions. They often 
showed marginal accumulation of leucocytes and @ 
few leucocytes appeared in the stroma, and some- 
times in the delicate vessel wall. There was marked 
edema of the submucosa and generalized vascular 
engorgement, with occasional areas of hemorrhage. 
In the early stage, the lesions showed sharply focalized 
mucosal engorgement, epithelial disintegration, early 
leucocytic exudation and a surface droplet of red cells, 
fibrin and leucocytes (Fig. 7). In short, a_ picture 
much like that of the human Primarinfekt. In some 
cases the lesion was definitely infarct-like in its pro- 
duction of a saucer-shaped area of necrosis of the 
inner mucosa outlined about its base by a heavy line 
of closely crowded red cells and leucocytes (Fig. 8). 
In two animals killed after twenty-four hours there 
was nothing beyond slight submucosal edema. 

In two animals the vein was isolated and ligated at 
the ileo-cecal angle. One was killed after twenty- 
four hours and showed no lesions. The other, killed 
after eight hours, shows multiple foci of mucosal 
hemorrhage, necrosis and leucocytic exudation like 
those above described, but in this case wider in ex- 
tent and more highly developed (Fig. 9). The mu- 
cosal capillaries were sometimes greatly dilated and 
often thrombosed, while necrosis and inflammatory 
exudation completely obscured the original mucosal 
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structure. Leucocytic exudation extended more 
widely in the edematous and hemorrhagic submucosa, 
and there was wider extension also of the acute 
vasculitis. ‘There was occasional early thrombosis of 
a submucosal vein, and in one artery there was a 
yacuolation of the media strikingly like that described 
by von Redwitz for man. The distal portion of the 
cecal pouch in this case showed, in gross, extensive 
light to dark dusky red mottling. Much turbid mucus 
was adherent to the mucosal surfaces when the bowel 
was opened after fixation. 

In two animals the mesenteric ligature was re- 
moved by a second laparatomy four and five hours 
after it had been placed. In one case the animal was 
killed forty-eight hours later. There were moderate 
congesticn and edema of mucosa and submucosa, but 
no inflammatory mucosal lesions. A few leucocytes 
occurred in the submucosa and about the vessels 
passing within fibrous septa through the muscular 
wall. Several mesenteric arteries showed a widening 
of the media, with absence of cellular detail, and oc- 
casionally a widening of the intima so that the endo- 
thelium appeared to be lifted away from the wall. 
Alongside one such vessel there was a vein with 
neutrophilic invasion-of media and adventitia and a 
lateral thrombus mass in the lumen containing fibrin 
and leucocytes. The other animal was killed after 
eight days. A small tab of omental fat was adherent 
to the cecal surface at about the level of the ligature. 
There were no other lesions. In three animals a 
linen thread was passed through the mesentery be- 
tween the nutrient vessels and the bowel wall, re- 
turned near the free edge of the outer mesentery, and 
both ends were passed through the ventro-lateral ab- 
dominal wall and tied. The attempt was made to 
make the compression great enough to produce only 
angulation of the mesentery without gross infarction. 
Little or no distal congestion was seen during the 
minute or two of observation before the wound was 
closed. Of this series, one animal was killed after 
twenty-four hours, another at forty-eight hours and 
the third after seventy-two hours. The first and 
third showed gross evidence of congestion and slight 
thickening of the wall of the distal segment of the 
pouch. The second was negative, both grossly and 
microscopically. Tissues from the seventy-two hour 
animal were unfortunately destroyed during the em- 
bedding prccess. In the twenty-four hour case there is 
submucosal edema, with slight congestion of mucosa 
and submucosa. few neutrophils occurred in scat- 
tered foci of the inner mucosa and a few also in the 
submucosa. Here also there were increased numbers 
of mononuclears and eosinophils. 


These results appear to us suggestive. Under the 
conditions of the experiment, it was not possible to 
gauge the amount of circulatory interference secured in 
the individual case. In some instances it is probable 
that an accessory supply from the colon was left open. 
Interpretation of the lesions must be made cautiously 
because in control animals the cecal tissues may contain 
more or less marked accumulations of mononuclear 
and eosinophilic leucocytes, as well as a little vascular 
engorgement. But the failure to secure definite lesions 
in some of the animals, as well as the danger of too 
close an interpretation of minor vascular and leucocytic 
abnormalities, is far overbalanced by the appearance, 
in at least two of the animals, of lesions that may fairly 
be regarded as due purely to circulatory blockage and 
that are closely similar to those that may be observed 
in human appendicitis. The occurrence of venous and 
even of arterial lesions resembling those of man further 
encourages belief in the experimental verification of 
the theory that human appendicitis originates primarily 
m vascular disturbances. We have not produced pro- 
gressive lesions such as are seen in man. But this may 
be due to unsuitability of the experimental animal used. 
In the continuation of the work, the dog will be used, 
since here the cecal tip is more nearly analogous to that 
of man. 

SUMMARY 

Anatomically and physiologically, the appendix vermi- 
formis differs from other portions of the intestinal tract 
mainly in the peculiarity of its blood vascular system. 
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This is of terminal or peripheral type, and peculiarly 
exposed to mechanical blockage. Bends, angulations, 
kinks or torsions of the appendix, or of its mesentery, 
or of both, the presence of constricting or anchoring 
adhesions externally or of concretions internally, may 
readily produce slowing or stasis of the blood or lymph 
streams. In the milder types of circulatory obstruction, 
transmission of back pressure into the delicate capillary 
system of the mucosa results in engorgement, and some- 
times in subepithelial extravasation of fluid and cellular 
blood constituents. In more complete obstruction with 
stasis, there may be capillary thrombosis, subepithelial 
blood extravasation, foci of epithelial degeneration and 
desquamation, and the appearance upon the denuded 
mucosal surface as well as in the upper mucosa itself 
of an exudate of red cells, fibrin and leucocytes. Or 
there is definite infarction of the upper mucosa, with 
sloughing and the production of surface lesions com- 
parable to those occurring on a larger scale in the 
typhoid ulcer. These surface lesions may heal, or they 
may be complicated by bacterial invasion of the en- 
gorged or infarcted tissues and by thrombophlebitis or 
pyophlebitis. Destructive inflammation may now 
quickly extend outward into the submucosa or into 
the muscular and serous layers and the mesentery. 
Massive venous infarction results in necrosis, followed 
by infection and rapidly progressing gangrene. Cir- 
culatory blockage and the resultant infection occur 
most commonly in the distal portion of the appendix, 
as might be expected from anatomical (vascular) con- 
siderations. Involvement of the proximal 1 to 2 cm. is, 
on the contrary, unusual. This segment receives its 
main blood supply from the colic arteries. As a rule, 
it is spared even in the presence of complete gangrene 
of a part or all of the outer segments fed by the ap- 
pendiceal vessels proper. The changes found in the 
“chronic appendicitis” of the clinician or the “healed” 
or “obliterated” appendix of Aschoff’s description are 
in many cases best explained as the result of vascular 
lesions. These may result from preceding inflammatory 
disease of the appendix. In the middle and later 
periods of life they are, however, more commonly the 
result of sclerotic changes primary in the nutrient ves- 
sels of walls and mesentery. 

Partial obstruction of the circulation in the cecal 
pouch of the white rat may be produced by the passage 
of ligatures about the mesenteric vessels. The procedure 
is followed commonly by edema and congestion of the 
bowel wall in the zone of obstruction. In two animals 
of a series thus treated, there occurred multiple foci of 
mucosal infarction and inflammation. The lesions are 
believed to be directly equivalent to those observed in 
human appendicitis. 
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DISCUSSION (Abstract) 


Dr. Urban Maes, New Orleans, La.—This explanation 
of the pathology of appendiceal lesions agrees with 
some of the things I have been attempting to teach 
for a number of years. I have rarely seen a lesion of 
the appendix which could not be considered of vascular 
origin. My observations started with differentiating 
the condition into two groups, appendicitis in the 
young (those under thirty), and appendicitis in older 
patients. The pathological condition in the two groups 
is essentially different, even when we have simple per- 
foration or gangrene early in the course of an attack. 
I have always thought these were the same processes 
with slightly different manifestations. Young people 
are able to defend themselves sufficiently to allow all 
sorts of reactionary changes to occur, and today, as a 
result of prompt diagnosis, they seldom die from the 
original appendiceal lesion but rather from paralytic 
ileus, the final stage of mesenteric thrombosis. Dr. 
Graham has confirmed by his painstaking experiments 
and observations this fact which I, as a clinical sur- 
geon, have believed and taught for a number of years. 


In older people where the defensive processes are not 
great, the mortality in this condition is practically 100 
per cent. There is a middle group of patients, neither 
young nor old, who come to us with so-called chronic 
appendicitis, and frequently operation is done for their 
symptoms, which are not always relieved by appendec- 
tomy. Chronic appendicitis, I believe, is a distinct dis- 
ease and practically always of vascular origin. It 
comes at a time of life when the natural defensive 
processes are at their best. The same inflammatory 
changes would give acute appendicitis in the young and 
rapid gangrene in the aged. The man between 50 and 
60 years of age who develops appendicitis, and who is a 
victim of arteriosclerosis or cardiorenal disease, presents 
a condition which, from Dr. Graham’s description, is 
always vascular in origin. The symptoms are mild and 
the disease progresses slowly, yet when the diagnosis is 
made and the abdomen opened, whether it be one or 
three days after you have first seen the patient, you al- 
ways find a gangrenous appendix which it is not possi- 
ble to study under the microscope. Such findings are 
quite possible to reconcile with Dr. Graham’s theory 
that the initial lesion of appendicitis is always vascular 
in origin, and that the entire morbidity and mortality 
of the disease is attributable to that source. 


The etiology of appendicitis is, of course, not entirely 
clear. The histological structure of the appendix must 
be borne in mind. It is lymphoid, and has been named 
“the abdominal tonsil.” 

These two lymphoid organs, the tonsil and the ap- 
pendix, are responsible for most of the surgery we are 
called upon to do. They have many points of similarity. 
Both are placed at the most vulnerable points of the 
gastro-intestinal tract, where the bacterial flora is great- 
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est, so in the explanation of their pathological condi- 
tions we must consider vulnerability, intestinal flora, 
structure, and the vascular factor. The indigestion of 
hard particles of food, rapid swallowing, variations in 
the temperature of ingested food, and the constant 
presence of bacteria, all play their part in the produc- 
tion of both tonsillar and appendicular disease. We 
recognize that the greatest flora in the intestinal tract 
is in the cecum, which receives the contents of the 
small intestine, begins to dehydrate it, and has to raise 
the volume of digested food by muscular action all the 
way up and across the abdomen. If it is not dehy- 
drated sufficiently, it is thrown back by reverse peri- 
stalsis and more dehydration occurs. Consequently the 
food stasis always present at this point in the intestine 
and the number of bacteria present, plus this constant 
throwing back of the food, are factors to be considered 
in the etiology of appendicitis, while trauma and the 
possibilities for the entrance of bacteria into the lym- 
phoid spaces of the appendix are equally important 
points. 


Dr. Harry C. Schmeisser, Memphis, Tenn—1 have 
been impressed with the fact that when we deal with 
gangrene of the appendix there is always a foreign 
body present. It may not be a foreign body in the 
strict sense, a stone or seed or pin, for they are very 
rare; but a foreign body in the sense of an accumula- 
tion of firm, hard fecal matter is practically always 
present. I have thought that undoubtedly this foreign 
body causes compression of the circulatory system and 
that we are really dealing with gangrene in the true 
sense, the sense in which Kellam liked to use the word, 
that is, death of tissue by cutting off the blood supply. 
My observation has been, without any particular study, 
that there is always a foreign body present when we 
have gangrene, and this would be a good example of 
vascular gangrene and secondary infection. 


Dr. Charles W. Duval, New Orleans, La—I should 
like to ask Dr. Graham for his opinion regarding the 
process by which obliteration of the lumen of the ap- 
pendix occurs following the subsidence of the experi- 
mentally induced acute lesions. It is of interest to 
know whether the obliteration is brought about by or- 
ganization of the exudate within the lumen, or contrac- 
tion of the newly formed reparatory fibrous tissue in 
the submucosal layers of the appendix. 


Dr. Graham (closing) —The conclusions expressed 
by Dr. Maes as the result of his surgical observation 
are extremely interesting. I have long felt that his- 
tological study of the diseased appendix cannot in it- 
self provide us with a satisfactory explanation of the 
lesions encountered. A large functional element must 
be taken into account. No one has a better opportunity 
for studying this pathologic-physiology than the surgeon 
who sees the appendix in its living state. 

As Dr. Schmeisser has said, a fecal concretion is often 
found in the gangrenous appendix. But it is not neces- 
sarily present. Gangrene may occur when the lumen is 
free of any unusual fecal content. 

As to the matter of obliteration, I am not prepared 
to speak. I have been particularly interested thus far 
in the questions presented by the acutely inflamed ap- 
pendix. Circumscribed or generalized fibrotic and 
obliterative changes may undoubtedly occur as_ the 
result of acute inflammatory processes. But it is 
probable that vascular disturbance is responsible for 
many of the cases of obliteration seen so commonly in 
the adult. The primary lesion may be a_ vascular 
sclerosis. Or fibrosis may result, as van Cott con- 
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cluded, from a “chronic vascular stasis” produced by 
angulation, foreign body or other cause. Vascular 
sclerosis or chronic passive congestion result in a slow 
degenerative change of the more highly organized tissues 
of the wall and a gradual fibrous replacement. As was 
already mentioned, van Cott likened the process to 
that known as cirrhosis when it is found in the liver or 


in the kidney. 





RELATION OF HYPOTHYROIDISM TO 
OBSTETRICS AND GYNECOLOGY*+ 


By Cuartes D. O’KeeEre, A.B., M.D., 
St. Louis, Mo. 


For the last three years I have studied all the 
cases showing endocrin disturbances that have 
applied for treatment at the gynecological clinic 
of Washington University. Through this clinic, 
Barnes Hospital and my own private work, 
about four hundred cases have come under my 
observation. 

For three or four years prior to the beginning 
of this work I had observed a certain class of 
patients who had a number of indefinite signs 
and symptoms, usually associated with some 
menstrual disorder. Examination of these pa- 
tients as a rule revealed very little pelvic ab- 
normality; so they were put on some form of 
ovarian therapy, usually corpus luteum. They 
were treated as long as they cared to return, or 
until someone became discouraged and turned 
them over to another department. At any rate, 
here was a Class of patients that were not wanted 
by anyone, a mass of nervous complaining 
women in whom pathological findings were not 
sufficient to warrant their complaints. 


This study was begun for the purpose of 
learning something about endocrinology in gen- 
eral, with no idea of proving anything in par- 
ticular. Therefore, without reviewing the ex- 
tensive literature on glandular disorders, an at- 
tempt was made to catalogue these patients into 
groups showing similar histories, physical and 
laboratory findings. By this method it seemed 
reasonable to assume that a group of patients 
showing the same signs and symptoms could be 
classified as having a common disturbance. After 
classifying them, different glandular extracts 
were used and the results were checked. 

_ The clinical signs and symptoms as outlined 
in this paper, along with the etiological deduc- 


*Read in Section on Obstetrics, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, 
Georgia, November 15-18, 1926. 

tFrom the Department of Gynecology, Washington 
University Medical School and Barnes Hospital. 
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tions, are based on personal observation. Dur- 
ing the last year considerable literature has been 
reviewed and needless to say the majority of 
my observations are not original. 

Hypothyroidism has been chosen as only one 
of the glandular disturbances. However, it is 
undoubtedly a very common disorder and prob- 
ably the greatest primary lesion in all glandular 
deficiencies. It has been my observation that 
any hypo-function in the endocrin chain results 
in a hypothyroidism within a period of six 
months or a year. Its relation to obstetrics and 
gynecology is certainly of great importance. 

There are five distinct hypothyroid hazards 
in a woman’s life: (1) puberty, (2) pregnancy, 
(3) menopause, (4) operation, and (5) infec- 
tion. 

(1) Puberty is probably the least important 
of the five. There is usually a hypertrophy of 
the thyroid gland which is termed physiological. 
However, this is at times a turning point to- 
wards a permanent hypo- or hyperthyroidism. 

(2) Pregnancy and its results undoubtedly 
play an important part in the life of the thyroid. 
The so-called physiological enlargement of the 
thyroid in a normal pregnancy may go the way 
of the hypertrophy of puberty. However, if 
there is an interruption of pregnancy before ma- 
turity, there is a tendency toward hypothyroid- 
ism. This in turn is even more marked if the 
interruption is complicated by infection. Con- 
versely there is a greater tendency toward mis- 
carriage among hypothyroid patients. So many 
cases have dated their hypothyroid symptoms 
from pregnancy and its complications that I have 
been led to believe that repeated pregnancies, 
one septic abortion, two or more uncomplicated 
miscarriages, regardless of the cause, will result 
in a decreased function of the thyroid gland. 

(3) During the menopause some very inter- 
esting changes have been observed. So many 
women go through menopause without any dis- 
turbing symptoms that it is reasonable to con- 
clude that the so-called menopause symptoms 
are not due to the dying ovary alone. It is my 
belief that a woman with an otherwise normal 
glandular equilibrium will pass through the 
menopause without any disagreeable symptoms. 
However, if there is a pre-existing hypothyroid- 
ism that woman will have a stormy menopause 
ranging from severe nervousness to absolute in- 
sanity. To explain this is purely theory. How- 
ever, it seems plausible that if a normal gland- 
ular equilibrium is maintained to natural meno- 
pause the endocrin hormones are able to bridge 
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the gradual break and adjust themselves. Un- 
doubtedly endocrin function does not play the 
part in a woman past the menopause that it 
does during the child-bearing age. In a pre- 
existing hypothyroidism the thyroid is unable to 
stand the additional strain, and the already 
damaged thyroid is aggravated beyond control. 
Therefore, in severe menopause changes you will, 
in my experience, invariably elicit a history of 
pre-existing glandular disturbance. 

(4) Under operative influence one would ex- 
pect a certain number of thyroid and ovarian 
deficiencies following the removal of the thy- 
roid or the ovaries. I have seen only a few 
cases of hypothyroidism following thyroidec- 
tomy, but in these the conditions were very de- 
pressing. It is not in the gynecologist’s field to 
pass judgment on the thyroid surgeon, but when 
we see these amenorrheic, crying, neurotic women 
who have had a thyroidectomy, we cannot but 
wonder whether a partially damaged thyroid is 
not better than no thyroid at all. Then we 
have the thyroid changes following pelvic sur- 
gery. Bilateral oophorectomy in young women 
invariably, in my experience, eventually results 
in hypothyroidism, although there may be a 
transitory hyper-activity. Therefore, the dis- 
tressing complications following the removal of 
the ovaries are not limited to a lack of ovarian 
hormone influence alone, but to a sympathetic 
glandular deficiency in general. If supravaginal 
hysterectomy is done in young women without 
oophorectomy, there are two very important 
changes that take place. Soon after operation 
mild hypothyroid symptoms appear associated 
with the so-called menopause changes. Then as 
the patient approaches the natural menopause 
these distressing symptoms reappear in a much 
more severe form. 

(5) Infection is the most important etiological 
factor in the development of hypothyroidism. 
If careful histories are taken in these cases, the 
great majority will reveal pre-existing infec- 
tion. This infection may be associated with 
pregnancy, the appendix, gall bladder, tubes, 
teeth, tonsils, or other organs. Influenza, dia- 
betes, and tuberculosis also predispose to de- 
creased thyroid activity. 

In the diagnosis of hypothyroidism, certain 
Clinical forms as encountered must be consid- 
ered: (1) congenital, (2) myxedema, (3) 
cachexia strumipriva (post-operative), and (4) 
masked hypothyroidism. 

The first three forms have such characteristic 
findings and histories that the diagnosis is quite 
apparent. I have had no experience with cretin- 
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ism, although several cases have come under my 
observation, shortly after puberty, that ap- 
peared to have an hereditary tendency towards 
hypothyroidism. Those patients showing myx- 
edema, with or without operation, are important 
from the standpoint of aid in diagnosing the 
cases of masked hypothyroidism. The latter 
form is by far the most important, because it is 
in this group that the large majority of cases 
are found and in which the diagnosis is so often 
overlooked. 

The following points must be considered in 
the diagnosis of masked hypothyroidism: (1) 
history, (2) condition of sex organs, (3) general 
physical condition, and (4) metabolism. 


(1) History.—The nervousness of the patient 
is very characteristic. This is not the excitable 
type that is encountered in hyperthyroidism but 
the depressive, irritable, melancholic type. The 
patient spends much of her time crying without 
sufficient cause. She is tired, lazy, stupid, for- 
getful, unable to sleep at the right time and falls 
asleep at the wrong time. She usually com- 
plains of imaginary creeping sensations over the 
back, neck and arms with a quivering sensation 
of the abdominal muscles. Many times there 
is a reflex stimulation in the throat that causes 
repeated swallowing without relief from the 
throat irritation. Due to gas formation in the 
stomach she will complain of a fast heart which 
in reality is always abnormally slow. The dis- 
tension of the stomach creates a discomfort in 
the region of the heart, a sensation of increased 
heart rate, shortness of breath, a throbbing in 
the ears, and distress over the precordial area. 
Headaches, constipation and gas pains are practi- 
cally always present, and the patient’s hands 
and feet are always cold. There are hot flashes 
without the usual perspiration, except on the 
forehead, which is scant and cold. The history 
of pre-existing infection is so common that I 
have begun to look upon a history as being un- 
reliable if this point cannot be elicited. 


(2) Sex Organs.—Menstruation is invariably 
scanty or absent, depending on the duration and 
severity of the case. If present, it is associated 
with pain which was acquired as the disease 
progressed. I have never seen a case of hypo- 
thyroidism with menorrhagia which was not 
complicated by definite pelvic pathology. 
Sterility is the rule in advanced cases, but only 
in direct ratio to the severity of the case. In 
mild cases, fertility is impaired, but many pa- 
tients have large families in spite of a hypo- 
thyroidism that has existed for years. I have 
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observed many cases that were unable to con- 
ceive while harboring a focus of infection, who 
became pregnant after the infection was re- 
moved. Is the infection: the cause of temporary 
sterility or are the secondary glandular disturb- 
ances the cause? ‘This question cannot be an- 
swered without further experimental work. How- 
ever, through clinical experience I am led to 
believe that the secondary glandular disturb- 
ances due to the infection are the primary cause 
of the sterility. The children of hypothyroid 
mothers are usually overweight at birth and 
throughout early life. They are backward in 
school and prone to infection. In married 
women there is a decrease in sexual desire which 
was formerly normal, and coitus gradually be- 
comes mechanical and repulsive. Unmarried 
girls avoid company, especially that of males, 
and have a false sense of modesty with a back- 
ward, bashful, blushing air that is quite charac- 
teristic. 

(3) The General Physical Findings —These are 
fairly definite. In about 80 per cent of cases the 
patients are fat, the flesh being equally distrib- 
uted over the entire body. The thyroid may or 
may not be enlarged, and from a diagnostic stand- 
point is very misleading. In my experience fully 
50 per cent of enlarged thyroids show hypo- 
function. Goiter is only a sign and is no index 
to hyper- or hypo-glandular activity. The great 
majority of cases show no enlargement of the 
thyroid gland. The skin is dry and sometimes 
scaly. Pimples are quite frequently found over 
the face and body and at times the nose has an 
alcoholic appearance. The hair is dry and scant, 
and there is no abnormal distribution over the 
face, chest or abdomen. The finger-nails are 
brittle and ragged. The pelvis may or may not 
be normal. However, as was pointed out before, 
a careful physical examination must always be 
made in an attempt to locate the point of in- 
fection. In myxedema there is a typical white 
swelling which does not pit on pressure. 

(4) Metabolism.—There is a subnormal tem- 
perature depending upon the severity of the dis- 
ease. The pulse rate is decreased sometimes as 
low as 50. The blood pressure is lower than 
normal, especially at the time of the menopause, 
when an elevation of the blood pressure usually 
occurs. This low blood pressure of menopause 
is a very important diagnostic point in asso- 
ciated hypothyroidism. The urine, output is de- 
creased, a point which is noticed by the ma- 
jority of the patients. There is a decreased 
Sugar tolerance. However, my observations on 
this point are too limited to be of any value. 
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Basal metabolism is decreased in hypothyroid- 
ism, but the metabelic rate is very misleading 
at times. An increased basal rate, unless 
markedly high, means nothing, while a decreased 
rate is a very important aid in diagnosis. It 
must be remembered that the influencing factors 
on basal metabolism tend to raise the rate. In- 
fection, one of the chief causes of hypothyroid- 
ism, always increases the metabolic rate. There- 
fore, in my experience, the basal rate should be 
taken only as additional evidence. If decreased, 
it is important positive proof; but if normal or 
slightly elevated the determination should be 
repeated on several different occasions, while an 
attempt is being made to locate the influencing 
cause of the elevation. A decreased basal metab- 
olism, if observed from time to time, is an ex- 
cellent check on the effect of thyroid medica- 
tion. 

I have linked the above findings with hypo- 
thyroidism because of the good results obtained 
by thyroid medication. Everyone agrees that 
any glandular deficiency can be benefited if it 
is treated by administration of that particular 
gland. Therefore, the key to endocrinology lies 
in the diagnosis. No attempt is made in this 
paper to outline the findings where two or more 
glands are involved, except in the case of the 
ovary and thyroid. The thyroid is the primary 
point of attack in most deficiencies and a close 
second in all deficiencies. 

I have used only the dried thyroid extract. 
It is best to begin with small doses and graduate 
the amount as indicated. Thyroid medication is 
both palliative and curative, depending not so 
much on the severity of the case as on the 
duration. Before any medication is attempted, 
any foci of infection present should be eradicated. 
This in itself will often result in a cure without 
any thyroid treatment. If hypothyroidism is 
treated within a period of the first six months, a 
cure can usually be expected. If it has lasted 
over a year or less than two years, the response 
is excellent, but the number of cures is much 
smaller. If it is of long standing, the treatment 
becomes purely palliative in much the same re- 
lation that insulin bears to diabetes. My ex- 
perience with thyroid medication in obstetrics 
has been limited. However, I feel that all hypo- 
thyroid cases need thyroid extract during preg- 
nancy. 

There are four very important points that I 
have learned in the treatment of hypothyroidism 
in women. First, in a primary thyroid deficiency 
with .a secondary hypo-ovarianism the employ- 








378 


ment of any form of ovarian extract is useless. 
Second, it is useless to expect anything beyond 
palliative relief unless the precipitating cause 
has been removed, regardless of the duration of 
the hypothyroidism. Third, never give thyroid 
medication without having the patient under 
close supervision. In my experience, the dan- 
gers are not so grave as they are generally pic- 
tured in the literature, but they are annoying if 
a mild hyperthyroidism is induced. Fourth, 
never treat obesity as a primary disease with 
thyroid extract. 

The following cases are presented as charac- 
teristic examples of the diagnosis and treatment 
in different types of the disease: 


Case 1—M. H., a white woman of 32, came to the 
Clinic September 18, 1925. She complained of amenor- 
rhea, nervousness and hot flashes. She had had a 
thyroidectomy seven years previously. Her past history 
was otherwise negative. 

Menstruation had been regular and scanty before 
operation. There had been only three menstrual periods 
since that time and none in the preceding four years. 
She had been married ten years and there had been no 
pregnancies. Her trouble began before thyroidectomy, 
with a depressive nervousness, scanty menstruation, 
crying spells and hot flashes. There was decreased 
sexual function two years before operation, with com- 
plete sexual anesthesia following the operation. All 
signs and symptoms were aggravated by the thyroidec- 
tomy. 

Her skin was dry, hair scant, and there was a skin 
eruption over her face and back. Her pelvis was nor- 
mal, weight 205 pounds, which was evenly distributed. 
Her pulse was 60, temperature 97.4° F., and blood 
pressure 108/60. The metabolic rate was not deter- 
mined, because the patient could not breathe properly. 

The diagnosis was primary hypothyroidism, result- 
ing from some unknown cause prior to the operation 
and greatly aggravated by the operation. 

The patient was put on thyroid extract, 2 grains 
three times a day, in October, 1925. In March, 1926, 
the patient weighed 181 pounds, her blood pressure was 
124/84, pulse 84 and temperature normal. She men- 
struated in December, January and February, but 
missed March. The treatment was only palliative, and 
there was very little hope for permanent results. How- 
ever, it is this type of case that goes through a stormy 
menopause, and the treatment, which is benefiting the 
patient at present, will undoubtedly help to bridge over 
the menopause when it appears. 


Case 2.—Mrs. M., a white woman of 44, came as a 
private patient June 25, 1925. She complained of 
scanty irregular periods with extreme nervousness. She 
had had influenza 10.5 years previously, and septic 
abortion 10 years previously. Menstruation had been 
regular and normal and of 3-4 days’ duration until the 
abortion. Since that time it had been regular but 


scant, lasting two days, and irregular in the preceding 
few months. 

She had been nervous since the abortion 10 years 
before. She had frequent crying spells and was always 
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depressed. Her husband told me that he was afraid 
she was losing her mind. She was unable to go out alone 
and was constantly having hallucinations. 

Examination showed a well nourished woman weigh- 
ing 142 pounds. Her weight was evenly distributed, 
hair scant and dry, skin dry and cold, finger-nails 
broken off, and there was a mild skin eruption over 
her face and back. The pelvis was negative except for 
retroversion of the uterus, which was small and freely 
movable. There was a slight pelvic cellulitis in the 
left adnexal region, with a mild erosion of the cervix, 
The temperature was 97°, pulse 60, and blood pressure 
106/60. The urine showed a faint trace of albumen 
and was otherwise negative. The blood count was 
normal, blood Wassermann negative, phenolsulphone- 
phthalein excretion 65 per cent in two hours, and basal 
metabolism 14 per cent minus. 


The diagnosis was hypothyroidism, menopause and 
psychosis. 

She was put on thyroid extract 1 grain three times a 
day. In July, 1925, she was still very weak and in bed 
about half the time, but there was less nervousness 
with more perspiration. No change was noted in tem- 
perature, pulse or blood pressure. During August and 
September the patient gradually improved. In October, 
1925, the blood pressure was 118/70, pulse 78, and 
temperature 98. In December, 1925, her blood pressure 
was 138/86, pulse 90, temperature 98.6, and weight 
124. During the latter part of this month the patient 
had a slight thyroid reaction, and the extract was dis- 
continued for ten days. January and February showed 
a gradual improvement. In March, 1926, her blood 
pressure was 136/80, pulse 90, and temperature 98.6. 
The patient was able to come to the office by herself, 
had confidence in her ability to do what she wanted, 
and her mind seemed to be functioning perfectly. The 
hot flashes had disappeared entirely, but she was still 
slightly nervous just before menstruation. 


Case 3—Mrs. S., a white woman of 23, came as a 
private patient January 27, 1925. She complained of 
irregular menstruation with amenorrhea since Septem- 
ber, 1924. Her past history and family history were 
negative. 

Menstruation began at 15, occurred irregularly at in- 
tervals of four to six weeks, lasting from one to two 
days. There was scant flow, with no pain. The last 
period was in September, 1924, the one preceding that 
in August, 1924.. 

She had been married for two years. She had not 
been pregnant, and had used no contraceptives. 

She had gained thirty-five pounds in the previous six 
months, and at the time of examination weighed 185. 
She was extremely nervous and cried so much that she 
was unable to work. Her skin was dry and cold, and 
she had hot flashes without perspiration. She came for 
an examination because she thought she was pregnant. 

The uterus was in the midline, normal in shape, freely 
movable, in first degree retroversion, and very small. 
The adnexa were negative. Blood pressure was 90/40, 
pulse 56, temperature 96.4, urine negative, and the basal 
metabolic rate was not determined. 

The diagnosis was hypothyroidism, with a secondary 
hypo-ovarianism. She was put on thyroid 1 grain 
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twice a day during January and February. There was 
marked improvement in the nervousness, and in March 
she menstruated four days. In April, May, June and 
July she showed gradual improvement, menstruated ev- 
ery month, and in July weighed 156 pounds. The 
thyroid extract had been given constantly, from 2 to 5 
grains a day. This patient was followed until March, 
1926, at which time she weighed 146 pounds. Her 
temperature was 98, pulse 88, and blood pressure 112/78. 
She has menstruated regularly, the crying spells have 
disappeared entirely, and she has a normal nervous 
equilibrium. 

Case 4—Mrs. T. W., a white woman of 24, a private 
patient, was seen October 20, 1925. When she reported 
to me she was five months pregnant, and feeling fairly 
well except for irregular uterin contractions for the 
preceding two weeks. She had had one miscarriage at the 
sixth month five years before from an unknown cause. 
She had had irregular contractions before this miscarriage. 
During the present pregnancy she had been irritable, 
cried frequently, and had been badly constipated. At her 
first visit she weighed 156 pounds, her temperature was 
98°, pulse 74, and blood pressure 108/62. Although the 
cause of the previous miscarriage, as well as the present 
uterin contractions, was questionable, and the diagnosis 
of an existing hypothyroidism doubtful, the patient was 
put on thyroid extract 1 grain every other day. Two 
weeks later the contractions had stopped and the pa- 
tient’s general condition was much improved. She went 
through pregnancy without any further uterin contrac- 
tions. Labor was induced three days after she was due 
from her menstrual history. The McDonald was 35.5 
cm., and the baby weighed 8 pounds 7 ounces. 


CONCLUSIONS 


(1) Hypothyroidism, in and around St. Louis, 
is a common disease among women. 

(2) The patients present characteristic his- 
tories, physical findings, and metabolic changes, 
which make the diagnosis comparatively easy. 


(3) Infection, normal pregnancy, abortions, 
miscarriages, and operations play an important 
role in the etiology of thyroid deficiency, the 
hypothyroidism in turn having a marked influ- 
ence on pregnancy and sexual life in general. 

(4) Severe menopause changes are due to 
glandular deficiency in general, and to thyroid 
in particular, and are not due to ovarian death 
alone. 

(5) Relief from these disturbing symptoms 
through thyroid medication, providing the of- 
fending cause has been removed, is obtained in 
a very large percentage of cases. The cure de- 
pends almost entirely upon the duration of the 
disease. 
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DISCUSSION (Abstract) 


Dr. W. C. Goodpasture, Atlanta, Ga.—Dr. O’Keefe’s 
chief topic, masked hypothyroidism, includes a new 
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clinical syndrome with which most of us are unfa- 
miliar. 

Since the introduction of the method for clinical 
estimation of basal metabolism six years ago, I have 
personally made some five hundred basal metabolism 
observations in my own and an associated practice. 
With a careful and accurately managed technic, im- 
plicit trust may be placed upon metabolic tests so far 
as the diagnosis of hypo-and hyperthyroidism is con- 
cerned, ruling out, of course, dyspituitarism by other 
clinical findings. 

A diagnosis of hypothyroidism by metabolism deter- 
minations is comparatively rare in and around Atlanta. 
About 15 per cent of those with adolescent goiter show 
it in a mild degree. In pregnancy, the percentage is 
negligible, and also following infection; and at the 
menopause and in post-operative cases there is only an 
occasional case. In our work in the obstetrical and 
gynecological clinics (colored) of Emory University, a 
diagnosis of hypothyroidism is so rare as to escape 
classification altogether. This bears out the statistics 
compiled by the late Dr. E. G. Jones, indicating that 
thyroid disease is about twelve times as frequently seen 
in whites as in the colored in this locality. A study of 
four hundred and fifty white women with goiter by a 
colleague in Atlanta has shown that about 2 per cent 
have hypothyroidism. 

In the face of these facts I must conclude: either 
hypothyroidism is much more common about St. Louis; 
or basal metabolism estimation is not a reliable aid in 
diagnosing hypothyroidism; or Dr. O’Keefe is dealing 
with a pseudo-hypothyroidism which yields to thyroid 
substance therapy. I am in favor of the last opinion. 

If the women presenting the syndrome which Dr. 
O’Keefe described show positive improvement under the 
treatment outlined, then the treatment is correct. But 
I believe it is worth considering whether the results 
obtained are not due to the precipitate administration 
of extra thyroid secretion which in turn alters the func- 
tioning of other endocrin glands, particularly the 
pituitary body or ovaries, and thus alleviates the pa- 
tient’s symptoms. 


Dr. M. Pierce Rucker, Richmond, Va.—Do those 
cases that abort after hyperthyroidism show any de- 
formities of the head? 


Dr. O’Keefe (closing) —When a woman looks per- 
fectly healthy and yet complains of the signs and 
symptoms mentioned in this paper, we cannot put her 
on ovarian extract alone and expect results. I know 
very little about hyperthyroidism, because such patients 
do not come to the Gynecological Clinic. Unless the 
basal metabolism test is run by the physician who is 
interested in the case, it is useless. I believe Dr. Good- 
pasture runs his own special tests. 

Dr. Goodpasture mentioned the small percentage 
of enlarged thyroids showing hypo-function. Very few 
of the cases reported in this paper showed any change 
in the thyroid gland, but a large percentage of the cases 
showing enlargement of the gland were found to be 
hypothyroid. 

*I have seen only one or two hypothyroid cases that 
aborted and one of these went through pregnancy later 
under thyroid medication. 
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ETIOLOGY AND TREATMENT OF 
SPASTIC COLON* 


By Witiram Gerry Morcan, M.D., F.A.C.P., 
Washington, D. C. 


It is probably the exception with most of us 
to find a normally functioning colon among 
chronic cases of disordered digestion. I have 
long been impressed with the frequency of colitis 
and its allied disorders in the general run of 
cases. One surprising feature is the fact that 
the degree of physical discomfort is, as a rule, 
out of all proportion to the physical findings 
and organic changes in these cases. Too fre- 
quently such conditions are considered primarily 
gastric in origin and treated as such. In many 
conditions, particularly spasticity, the etiological 
and physiological factors are sometimes obscure, 
so that it is not always possible to direct our 
therapeutics on a sound rational basis. 

Enteric spasticity has been known for a long 
time. The writings of earlier clinicians show 
their familiarity with the phenomenon of ab- 
dominal spasticity. Max Einhorn, twenty years 
ago, described enterospasm much as we recognize 
it today: a condition in which a few inches or 
several feet of the gut may be obstructed as a 
result of simultaneous contraction of both the 
circular and longitudinal fibers. As a result of 
this spasmodic contraction, the affected part or 
parts of the intestine appear and feel like a long 
narrow rigid tube, while the sections of the gut 
above and below the contracted area retain their 
normal size, and, according to circumstances, 
may or may not be distended with gas and feces. 


Since the advent of roentgenology we have 
learned that spasticity is much more frequent 
than was formerly supposed. Radiography has 
taught us not only its greater frequency but also 
to differentiate more sharply its various forms 
and types. Statistics show that two-thirds of 
our young adults suffer from spastic constipa- 
tion. The greatest incidence of spastic colon is 
found in the young and middle aged. Spastic 
colon often occurs in individuals in apparently 
good health. 

Assuming that the appearance of spasticity 
has generally been recognized, its interpretation 
is often far from satisfactory. Spasticity has 





*Chairman’s Address, Section on Gastro-Enterology, 
Southern Medical Association, Twentieth Annual 
Meeting, Atlanta, Georgia, November 15-18, 1926. 
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been considered a manifestation of a localized 
character. This belief was indulged in because 
of the presence of such local factors as traumatic 
lesions, acute inflammatory conditions, ulcera- 
tions, and new growths. Spasticity resulted in 
these conditions through the automatic activity 
of the ganglia implanted in the digestive tube. 
That such a theory does not always explain spas- 
ticity is borne out by operative and post-mortem 
inspection, inasmuch as oftentimes the lesion 
and the point of spasticity are far apart. For 
example, gallstones may be the etiological factor 
of a spasticity in the stomach, or even in the 
colon or sigmoid. The spasm in parts distant 
from the lesion is produced reflexly over the 
paths of the vegetative nerves which regulate 
the automaticity of the various sections of the 
digestive tubes. 


Spasticity may also occur from reflexes aris- 
ing from organic lesions outside the alimentary 
tract, as in diseases of the central nervous sys- 
tem, the pelvis, or one of the other organs. Con- 
tractions often are noted without the presence 
of any inciting local lesions, in individuals with 
so-called spastic constitutions. Still other in- 
stances of spasticity are to be found in some of 
the visceroptotic individuals who are especially 
susceptible to vagotonic disturbances. 


The modern study of the workings of the 
vegetative nerves, greatly stimulated since the 
description of vagotonia by Eppinger and Hess, 
has advanced the understanding of spasticity of 
systemic origin. Normal activity of the ali- 
mentary system depends upon the harmonious 
interplay of the vagus and sympathetic nerves. 
The maintenance of steady tonus in the two 
systems is necessary for normal function. The 
action of the two systems is antagonistic, the 
role of the vagus being primarily motor, while 
the sympathetics are inhibitory or relaxing. 
Hence Meltzer’s definition: 


“The resultant effect of antagonistic action is mani- 
fest at the same place at the same time. This is tonus. 
The degree of character of the tonus depends on the 
preponderance of one or the other factor.” 


This schematic diagram shows graphically the 
accepted innervation of the gastro-intestinal 
tract. The alimentary tract as far down as the 
middle third of the transverse colon receives its 
motor innervation from the vagus; the inhibitory 
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fibers are supplied by the sympathetics. The 
motor fibers of the vagus come out of the medulla 
and relay in the plexus of Auerbach and Meiss- 
ner. You will recall that Auerbach plexus refers 
to groups of small ganglia located in the intra- 
muscular coats of both the small and large in- 
testines; the Meissner plexus is located in the 
submucous coat of the gut. The inhibitory fibers 
of the sympathetic, which go to the upper part 
of the alimentary canal, come out of the thoracic 
cord, relay in the sympathetic ganglia and term- 
inate in the viscus. Below the middle third of 
the transverse colon, the motor innervation is 
derived from the parasympathetic fibers, which 
arise from the cord, and, like the motor vagus 
fibers, terminate in the plexus of Auerbach and 
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Meissner. The inhibitory fibers relay through 
the sacro-spinal sympathetic ganglia and ter- 
minate in the viscus. Thus we see the unity of 
plan in this antagonistic innervation: on the 
motor side, the so-called parasympathetic fibers 
represented by the vagus, and the sacral para- 
sympathetics, opposed by the inhibitory impulses 
of the thoraco-dorsal and sacral sympathetic sys- 
tems. - 
Spasticity, then, physiologically, may be due 
in some measure to a disturbance in the antago- 
nistic forces, a preponderance of vagal stimula- 
tion causing motor activity; or, perhaps, to 
lessened irritability of the inhibitory factor, the 
sympathetics. In a consideration of the diges- 
tive tract we should not lose sight of the fact 
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that one of the physiological properties of vis- 
ceral muscle is that of automatic and rhythmic 
contractility. Contractility may occur, as has 
been demonstrated experimentally, independent 
of nerve supply. In order that the contraction 
waves may be properly correlated and pass in a 
given direction and perform their proper func- 
tion, this automaticity of the intestinal tract 
must be properly regulated. To bring about 
correlation of the various segments of the gut, 
we find specialized nerve centers located at dif- 
ferent parts of the canal. These special nerve 
centers have been worked out by Sir Arthur 
Keith, and are called the nodes of Keith. They 
are located, as shown on the diagram, as follows: 


(1) Upper end of the esophagus. 
(2) Lower end of the esophagus. 


(3) At the pylorus. 
(4) Just below the entrance to the bile ducts. 


(5) At the ileo-cecal junction. 

(6) Right middle third of the transverse colon. 

(7) Junction of the sigmoid and rectum. 

(8) External anal sphincter. 

The supposition that these nodes play a part 
in the spasticity of the gut seems justified in 
that experimentally it has been demonstrated 
that the irritability of the intestines is greater 
near the nodal regions. So, too, there seems to 
be a significant relation between these regions of 
nerve tissue and such well known phenomena as 
pylorospasm, reverse peristalsis, constipation and 
stasis. 

Perhaps the most important consideration in 
the treatment of spasticity is absolute rest for 
the patient, and by that I mean mental as well 
as physical rest. If we could obtain this, we 
should be able to show decided improvement 
which would be much quicker and more lasting 
than that obtained by any other means. This 
can be best accomplished by placing the indi- 
vidual in a rest home or sanitarium with a 
capable trained nurse, and isolated from all rela- 
tives. 

A thorough study of the patient is indispensa- 
ble, particularly for hidden foci of infection: 
this includes examination for dental caries, cryp- 
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tic tonsils, suspected infection of sinuses, in- 
fected gall bladders, fissures and fistula in ano, 
infected hemorrhoids, and pelvic disorders. 


The colon must be put at rest by the abso- 
lute avoidance of all colon abuse, including all 
irritating cathartics, enemata and irrigations, to 
which most of this class of individuals have, to 
a greater or less extent, become addicted. In 
certain conditions properly administered irriga- 
tions and enemata for limited periods may be 
of distinct value. Of these injections, argyrol or 
aspirin solutions in varying strengths and pure 
olive oil have proven the most satisfactory. The 
olive oil is best given by injecting into the bowel 
from four to eight ounces at bedtime, to be re- 
tained all night. Irrigations should not be given 
for any length of time, and in most cases can 
be dispensed with entirely. Colon irrigations 
should be directed at and limited to reducing the 
hypersensibility of the mucosa of the colon. Be- 
yond this they are valueless and often do ir- 
reparable damage. In this same category I also 
list such irritative products as bran, shredded 
wheat, cabbage, spinach, alcohol, tobacco, and 
sugar. I believe sugar belongs in this group of 
irritants because of its fermentative properties, 
its irritant action on the upper digestive tract, 
and its tendency to overload hepatic cells. : 


; Antispasmodics may give temporary relief, but 
if we rely yipon them entirely there is apt to be a 
return of the same symptoms in a very short 
time. Belladonna, atropin, valerian, sumbul, and 
the like, are useful in acute conditions, but over 
any extended period of time they are of ques- 
tionable value. 


In summing up this perplexing condition, we 
must consider enterospasm to be fundamentally 
a nervous phenomenon which may be excited by 
either organic or functional lesions, located 
either in or far removed from the gastro-intestinal 
tract. Spasticity is not local in origin primarily, 
but rather seems to be due to a general lowering 
of the stability and tone of the entire nervous 
system of the body. 
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ADVANTAGES AND DANGERS OF 
PERINEAL PROSTATECTOMY* 


By Basix A. Hayes, M.D.,** 
Oklahoma City, Okla. 


When one is juggling with human life, im- 
mense odds are at stake. Too often the surgeon 
temporarily forgets this fact, while he plans and 
executes a beautiful but dangerous piece of 
work, and only later remembers it when his 
patient’s life ebbs out. No surgeon should per- 
form an operation which he would not want 
performed upon himself under similar circum- 
stances. Applying this golden rule to pros- 
tatic surgery one is forced to the conclusion 
that the proper way to relieve a patient is by 
an operation which can be done with the mini- 
mum of danger to his life, regardless of how 
much more difficult or tedious the operation 
may be. In other words, if by a more difficult 
but less spectacular piece of work we can assure 
our patient greater safety, this is the method 
which should be uniformly employed. 

For several years I have been interested in 
prostatic surgery. I have done many supra- 
pubic operations and assisted in many others, 
both one-stage and two-stage. I have watched 
this method slowly pull down its mortality rate 
as the profession learned more about pre- 
operative preparation until today it averages in 
good hands about 6 per cent. In all hands, it 
averages 10 per cent or more. The operation 
has never satisfied me because of its inherent 
danger from shock, hemorrhage and infection, 
not to mention its discomfort to the patient and 
the troublesome after-care. Today I desire to 
discuss the merits and demerits of the much 
safer perineal operation, basing my remarks 
upon a series of eleven cases which I have 
operated upon during the past eighteen months. 
In the hands of Dr. Hugh Young, this method 
has shown a mortality of 3 per cent or less. If 
one were to take only the operations he has done 
since the War, the mortality approaches zero. 
Other experienced operators have reported a 
similar low rate. My own cases are all living 
and well, which makes me feel proud to claim 
thus far a zero mortality. As will be seen from 
the diagram, most of these cases were for one 
reason or another unsuitable for a suprapubic 
operation; and certainly the risks taken as a 





*Read in Section on Urology, Southern Medical As- 
sociation, Twentieth Annual Meeting, Atlanta, Geor- 
gia, November 15-18, 1926. 
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whole were below the average. They were all 
taken from the clinical service of University 
Hospital, and in several of them Dr. C. B. 
Taylor and I worked together. 


Four patients were operated upon in two stages, the 
first stage having been done before they fell into my 
hands. One of them had had the bladder opened for 
the removal of a large stone. The other three had been 
drained suprapubically for a second stage enucleation, 
but for various reasons they were not operated upon 
suprapubically and were turned to me for perineal 
operations. The other seven were operated upon in 
one stage. Four cases were given sacral anesthesia, while 
the other seven were given ether. One was eighty-two 
years of age. Two had extremely large bilateral in- 
guinal hernias. One had a heart lesion with a history 
of decompensation. One had a large ventral hernia, in 
the center of which was an infected sinus leading to 
the bladder. Two others were very feeble and septic, 
while the remainder were average prostatic risks. The 
results in these cases are as follows: 

They are all living and well. One had a small recto- 
urethral fistula the last time I saw him, which was ten 
months ago. He wrote me last summer that he was 
feeling well, had gained weight and was well, except 
for a small sore place which he wanted a salve to cure. 
He refused to come back to the hospital for repair of 
this fistula, saying that it troubled him very little. 
Among these cases only one showed any incontinence 
and that one was cured by a subsequent operation un- 
der local anesthesia after the method of Keyes, which I 
shall describe later. None of them suffered shock or 
hemorrhage and at no time was any one of them in the 
slightest danger of losing his life. The only untoward 
thing which happened during convalescence was that 
three of them developed an acute epididymitis which 
lasted about a week and then subsided without any 
treatment except rest in bed. 


PRE-OPERATIVE TREATMENT 


It is now well understood that much of the 
danger from any prostatic operation comes from 
opening up the bladder before the kidneys have 
accustomed themselves to free drainage. For 
this reason it has been my routine to install a 
retention catheter as soon as the patient came 
under observation, unless he came in suffering 
from acute retention. In this case the urine was 
gradually drawn off, a few ounces at a time, 
while water was forced by mouth, by rectum, or 
in the vein, until the patient’s condition showed 
that it was safe to drain the bladder freely. 
This usually was accomplished in one to three 
days, and afterwards the bladder was drained 
by the catheter for from five to ten days before 
the operation was performed. We have usually 
had the intern irrigate the bladder with warm 
boric solution through the catheter each morn- 
ing, thereby helping to clean up any infection 
which might be present. We have been able in 
every case except one to check the progress of 
the patient by blood chemistry determinations, 
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(s) Sacral anesthesia. 


Fig 1. 
Schedule of Eleven Cases Operated upon by Perineal Route 


which were taken sufficiently often to enable us 
to determine when he was ready for operation. 


OPERATIVE TECHNIC 


These patients were all operated upon accord- 
ing to the technic described by Dr. Hugh H. 
Young as follows: the patient is placed in an 
exaggerated lithotomy position. By having spe- 
cial shoulder straps made, we have adapted an 
ordinary operating table to our purpose, so that 
when the patient’s knees are hooked over the 
upright bars and he is pushed down by extra 
long shoulder braces, the perineum extends over 
the edge of the table and stands at an angle of 
forty-five degrees to the horizontal. If, then, 
the table is lowered at the head the perineum 
reaches a position almost level, thus giving the 
exposure necessary for this operation. Under 
anesthesia, which may be either sacral or gen- 
eral, a curved incision is made beginning on 


each side of the anus and having its central 
portion about one inch anterior to this structure. 
After the skin and fascia have been incised, a 
forefinger is inserted in the wound on each side 
of the median raphe and the tissues are sep- 
arated by blunt dissection just behind the trans- 
versus perinei muscles until the fingers meet in 
the midline underneath the central tendon. 
This structure is now cut and the rectum falls 
backward. By retracting the transversus perinei 
and bulbo-cavernosus muscles forward, the 
recto-urethralis muscle shows up clearly, con- 
necting the rectum and urethra. By gentle dis- 
section with the gauze-covered “finger, this is 
gradually separated until the apex of the pros- 
tate and membraneous urethra is reached. At 
this time an assistant, who has been holding a 
size 24 French sound in the prostatic urethra, 
pushes this instrument into the bladder, thereby 
throwing the prostate downward into the wound. 
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Fig. 2 
Perineal incision. 


The finger dissection is carefully carried on 
backward until the posterior surface of the pros- 
tate appears clearly in the field of view. Being 
satisfied that the rectum has been separated from 
the prostate, a straight incision is made in the 
layer of fascia covering the prostate, and it will 
be found that this structure easily retracts to 
each side, showing the bluish-white smooth 
fascia of Denonvilliers, which is the true capsule 
of the prostate. Pushing this to each side and 
backward, the sound is carefully palpated in the 
membraneous urethra and prostate, and a straight 
anteroposterior incision is made down to it either 
in the membraneous urethra or in the apex of the 
prostate, exposing it. I prefer to go through 
the prostate, thereby avoiding any danger of 
injury to the external sphincter. This incision 
is made about one-half inch long and the sides 
of the urethra are grasped with Allis forceps. 
Young’s perineal retractor is now inserted into 
the bladder through this opening, as the sound 
is withdrawn from the urethra. Then the re- 
tractor blades are opened out and downward 
pressure is made on the prostate, which brings 
it bulging inte the field of operation. An in- 
verted V-shaped incision is now made, with the 
apex of the V at the lower end of the first 
straight incision. The median flap thus formed 
falls downward and backward, revealing the true 
Prostate thinned out and surrounding the 
adenomatous nodules. Separation is started in 
the line of cleavage by the surgeon’s scissors 
and is continued by his finger pushing against 
the blade of the retractor. In this manner both 
sides are enucleated, usually including the por- 
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tion immediately posterior to the floor of the 
urethra. If subtrigonal nodules remain, these 
can be removed by grasping them with forceps 
while a finger is held in the bladder. After 
enucleation has been completed, a Davis bag is 
inserted into the bladder through the prostatic 
cavity and from 80 to 100 c.c. of sterile water 
are pumped into it, thereby distending it so 
that when downward pressure is made on the 
attached cord all hemorrhage from the prostatic 
cavity is easily controlled. The bladder is then 
washed out through the median tube and the 
incision is closed by half a dozen silkworm gut 
sutures. 


POST-OPERATIVE CARE 


The water is let out of the Davis bag in from 
twelve to twenty-four hours following the oper- 
ation. In another twenty-four hours the bag 
may be safely removed, provided there is no 
hemorrhage. This can be done by cutting only 
one suture, and is only slightly painful. On the 
seventh to the tenth day sterile water is forced 
through the urethra and out the wound with an 
ordinary irrigating apparatus. If it will not goa 
sound should be gently passed down to the mem- 
branous urethra in order to open up any ad- 
hesions. The patient should get out of bed on 
the fourth to the sixth day, as the sooner he be- 
gins sitting up the sooner the urine will return 
to its normal channel. This generally occurs 
about the eighteenth to the twentieth day, but 
the patient usually is able to change his own 
dressings and keep himself comfortable and dry 
after the sixth or seventh day. 

















Fig. 3 
Completing enucleation of left lobe with finger 
and. Young retractor. . 
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ADVANTAGES 


The one great advantage of this operation is 
that it is less dangerous than any other method. 
It is less dangerous for several reasons. First, 
it can be done in one operation, thereby greatly 
lessening the danger of pneumonia, embolism, 
or shock, to all of which old men are peculiarly 
prone to succumb. Second, there is considerably 
less shock to the patient from handling only the 
urethra and neck of the bladder through the 
perineum than from handling the bladder fundus 
and anterior abdominal wall from above. Third, 
there is absolutely no danger from hemorrhage 
in this operation, because every step of it is 
done under vision and vessels can be ligated 
ahead of the knife. Also the operation can be 
stopped at any stage in case the patient should 
show shock on the table, with no more serious re- 
sult than that a prostatotomy would have been 
done, which in itself is beneficial to the patient, 
whereas in the suprapubic operation the operator 
feels obliged to finish removing the lobe which 
he has partially enucleated, and also feels 
obliged to sew up the opening in the bladder. 
In other words, every step in the suprapubic 
operation is not directly under control of the 
operator as is every step of the perineal oper- 
ation. Fourth, there is little or no danger of 
infection following a perineal operation because 
of dependent drainage through resistant tissues. 

The next outstanding advantage of this oper- 
ation is that it can be done under sacral anes- 
thesia painlessly. This of itself contributes to 
lessen shock and to make the operation more 
applicable to patients who are unsuitable to 

















Fig. 4 
Bag in place in prostatic urethra. 
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ordinary surgical risks because of heart or lung 
lesions. Following the operation, too, the pa- 
tient suffers much less pain and discomfort from 
his perineal wound than he would if it were a 
suprapubic wound. Several of these patients 
recovered without a single hypodermic. 

Lastly, and less important than anything else, 
this operation can be done with a much shorter 
hospitalization time than the suprapubic oper- 
ation. The average patient can be operated 
upon a week after coming to the hospital, can 
get out of bed four or five days after the oper- 
ation, can leave the hospital two weeks after it, 
and will be entirely well a month after it. Con- 
trast these figures with the three weeks of un- 
comfortable drainage from the first stage of the 
suprapubic operation and the month or six weeks 
further drainage and dressings which are im- 
perative after a suprapubic enucleation. Even 
granting that the two wounds take the same 
length of time to heal (which has not been my 
experience), the perineal operation saves three 
weeks of time and expense as well as of suffer- 
ing by eliminating the first stage operation. 


DANGERS 


There are two great dangers to this operation 
which have been advertised well by its opponents 
and which have been greatly exaggerated and 
misunderstood. The first of these is injury to 
the rectum and the second is incontinence. Un- 
fortunately I have had experience with both. 

One of my cases suffered injury to the rectum 
during operation. 

The injury occurred because I did not have a proper 
arrangement of the operating table and was not able to 
keep the patient in the exaggerated lithotomy position, 
which is so essential for the correct technic of this oper- 
ation. For this reason my assistant was obliged to 
press down on the rectum with his retractor very hard, 
causing injuries which later sloughed through in a small 
place. However, this was so small that it occasioned 
the patient little or no discomfort, and he has stead- 
fastly refused to submit to any further surgery, saying 
that he felt well and only needed some “‘salve” to go on 
the little sore place in front of his rectum. In his case 
I think the urethra finally closed, and all he has now is 
a rectal fistula opening just above the internal sphincter. 

It would be a relatively simple matter to cure 
this as any other rectal fistula is cured. Injury 
to the rectum is annoying and requires careful 
post-operative attention. It may happen to the 
best of operators unless its possibility is con- 
tinually kept in mind, but it is not dangerous to 
the patient’s life and can usually be repaired by 
a later plastic operation. How much better for 
the ultimate good of the patient it is to risk 
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regaining control of his urine. At 
this time I happened to see an 
article by Dr. Keyes, of New 
York, in which he described a 
case of incontinence which he 
had cured by bringing the levator 
ani muscles together in the mid- 
line and suturing them to the 
posterior end of the bulb. My 
patient consented to this oper- 
ation in spite of the fact that he 
was 83 years of age. Accord- 
ingly, under sacral anesthesia I 
opened the original perineal in- 
cision and dissected the rectum 
loose from the urethra, picked up 
the levator ani on each side, 
brought them together on the 
midline and fastened them with 
three sutures of chromic No. 2 
catgut. Then I brought the pos- 








Fig. 5 
Incontinence cured by Keyes’ method. (Levator ani muscles mn to- rectum had grown together 


gether in midline and sutured to posterior end of bulb. 


the occurrence of a complication (which can be 
prevented by proper operative skill) than to 
risk loss of life through shock, hemorrhage or 
infection which frequently come in the supra- 
pubic operation, regardless of the most careful 
attention! 

The only case of incontinence I have had was 
in the first patient I operated upon by this 
method. 

He was 82 years of age and his wound closed very 
slowly, leaving him totally incontinent. After seven 


months had elapsed his general condition was excellent, 
but both he and I had given up all hope of his ever 


: 0) terior end of the bulb into the 
% V-shaped space in front of the 
levators and sewed it by one 
stitch on each side. I closed the 
incision tightly, and it healed by 
first intention. Ten days after 
the operation the patient was 
out of bed and joyfully demon- 
strated to me that he could hold 
his urine for half an hour or 
more. His capacity in this line 
increased day by day until it be- 
came apparent that his muscles 
were acting normally and that 
the only reason he could not re- 
tain the urine all night was that 
the bladder had so contracted 
that it would hold only about 
three ounces. Hence it over- 
flowed in his sleep when it be- 
came full. We began daily in- 
jections to stretch the bladder 
and soon had it up to a capacity 
of ten ounces, when the old man 
went home gratefully promising 
me a fatted calf. 


In this case I think the 
reason for the incontinence 
was that the .urethra and 
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by such stiff scar tissue that 
the sphincter muscles sur- 
rounding the apex of the prostate could not act. 
When this scar tissue was dissected loose and 
replaced by a soft muscular bed, the sphincter 
was freed so that it could act. 


To sum up, I would say the perineal pros- 
tatectomy offers to the feeble old man an oper- 
ation that is very safe so far as life is concerned; 
that is, the shortest and most comfortable route 


‘to health; and that can be done under sacral 


anesthesia if desired. The only disadvantages 
are that it requires a special arrangement of 
the operating table, special instruments, and a 
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specially trained surgeon in order to avoid in- 
jury to the rectum or incontinence. Both of 
these results occur seldom and can be prevented 
by strict operative technic and after-care, plus 
an occasional secondary operation of small dan- 
ger or discomfort. They are far overbalanced 
in risk by the danger of shock, hemorrhage or 
infection which attends the suprapubic method. 





DISCUSSION (Abstract) 


Dr. Montague L. Boyd, Atlanta, Ga—With the 
growth of our knowledge of prostatectomy, ‘many of 
us have come to believe that a perineal operation is in- 
dicated in a certain class of cases and a suprapubic 
operation in another class. Dr. Hayes referred, no 
doubt, to that large class of cases in which either oper- 
ation is accepted. 

The perineal operation is better in that the perineal 
wound produces less shock than the suprapubic wound, 
but there are two essential reasons why the perineal 
operation is less acceptable than the suprapubic oper- 
ation to the average urologist. In the first place, the 
surgeon must have a larger group of skilled assistants 
than is needed for the suprapubic operation, and, in the 
second place, the surgeon must have greater experience 
in prostatectomy than is necessary for the suprapubic 
operation. 

Preparation of patients for operation by catheteriza- 
tion is difficult without plenty of trained assistants. 
Frequent catheterization is necessary and not always 
easy with that type of patients who are in need of a 
good deal of preparatory care. When the patient drinks 
a large quantity of water, which we know he must do, 
he must be catheterized frequently by someone who 
knows how to catheterize him without traumatizing the 
urethra. My experience has been that I had to go far 
too frequently to the hospital to keep my patients 
comfortable and contented. Interns seem to feel that it 
is beneath their dignity to catheterize a patient every 
three or four hours day and night, and they have not 
the skill usually to put in or replace a retention catheter 
so that it will work without continual readjustment. 
Most interns are boys just out of school and have had 
very little practical medical experience. 

The position of the patient on the table at operation 
must be correct if you are to get the proper exposure. 
But without a special table, that position is difficult to 
obtain, and even with it, care must be exercised to see 
- that the patient is put in the proper position. Two 
assistants are needed, and an orderly with a little above 
the ordinary intelligence, to manipulate the sound in 
the urethra. Unskilled operators find it easy to produce 
a great deal of damage by the perineal operation. It 
is easy to tear into the rectum. I have seen Dr. Young 
tear into the rectum three or four times, and if he can 
do it I know most of us can without apologizing. And 
it is not difficult to tear into the membranous urethra 
or into the plexus of veins which lie about the prostate 
and bring about far more bleeding than is good for the 
patient. 

Suprapubic drainage with a Pezzar catheter offers a 
method superior in most instances to catheterization. 
Patients with suprapubic drainage improve more rapidly 
and more satisfactorily than catheterization cases. I 
have had four or five cases with obstruction of urination, 
patients badly sick, who were not recovering by cath- 
eter drainage, who, when a suprapubic operation was 
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done, recovered. To me, patients seemingly dying by 
catheter drainage recover by suprapubic drainage. 

Suprapubic drainage does not necessarily hospitalize 
a patient. During the course of the preparatory treat- 
ment, he can wear a suprapubic tube, go home, and 
carry on his work, if he is physically able. He can 
walk everywhere, he can open his tube when his bladder 
fills up and his bladder can be washed out through the 
tube by any member of his family or by himself, while 
catheter drainage, on the other hand, necessitates, as I 
have just tried to show, a more or less constant skilled 
attention by the physician. With patients who are not 
able to stand a long hospitalization, your inclination is 
to operate a little sooner than you would with the 
suprapubic drainage. 

Suprapubic prostatectomy is the proper operation. 
If I could put myself in the hands of a man with zero 
mortality, I would have my prostate taken out by the 
perineal method. But it is rare that we urologists have 
this facility and experience in prostatectomy, and on 
that account I am in favor of the suprapubic pros- 
tatectomy for the average urologist. 


Dr. W. R. Barron, Columbia, S. C—The three chief 
indications for perineal prostatectomy are: first, the 
possibility of early malignancy. Routine sections show 
30 per cent malignancies which cannot be positively 
diagnosed pre-operatively. Second, the operation can 
be performed under sacral anesthesia; and third, there 
is greater comfort during convalescence from it. 


Dr. R. Arthur Hooe, Washington, D. C—The last 
speaker does not justify the perineal operation in cases 
even of malignancy, because one of the bad results of 
the perineal route is the more or less permanent fistula 
that results. We know that in cases of malignancy 
fistula is more likely to appear and persist following 
perineal prostatectomy. 

Not infrequently we observe fistulae, incontinence, and 
poor functional results following perineal prostatectomy 
performed by the most expert. I cannot believe that 
the tendency to hemorrhage is much greater or the 
ability to control it less by the suprapubic route. Be- 
cause of infection and edema, we are unable to treat 
many of these cases pre-operatively by catheterization. 
Many cannot be cystoscoped. By the perineal method 
the presence of diverticula or of stones lying free or 
buried in diverticula may be easily overlooked. There 
is more danger of trauma to Denonvilliers fascia, which 
is the one protection of the seat of operation against 
infection from the rectum. And lastly, there is the 
impairment of sexual function, the result of injury to 
the verum montanum, a phase that seems to concern 
many of these patients not a little. 

The more common causes of death following pros- 
tatectomy are hemorrhage, renal insufficiency and in- 
fection. Tendency to hemorrhage should not be greater 
or control of it more difficult by the suprapubic route. 
Renal insufficiency may be minimized by careful pre- 
liminary study and treatment. 

Free suprapubic drainage is little, if any, less ade- 
quate than perineal in combating infection. 


Dr. E. Clay Shaw, Miami, Fla—There is one step in 
the operative technic of perineal prostatectomy that I 
consider to be of importance that was not stressed by 
Dr. Hayes. By approximating the free margins of the 
levator ani muscles during closure, a pad of muscular 
tissue is placed between the membraneous urethra and 
rectum, which prevents the adhesion of these struc- 
tures. The presence of excessive scar tissue about the 
membraneous urethra that may result if this step is not 
taken tends to impair the action of the external sphinc- 
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ter, and no doubt at times is responsible for temporary 
weakness of urinary control. 


Dr. Hayes (closing).—I cannot see Dr. Boyd’s objec- 
tions. The patients were operated upon in the same 
hospital with the same assistants and the same nurses 
as the suprapubic cases. The catheter should always 
be placed with care. It has always been our practice 
to use it in suprapubic cases. Suprapubic drainage has 
a mortality of 2 or 3 per cent, and unless the bladder 
is opened gradually by means of a retention catheter, 
even that is dangerous. 


Dr. Barron said that the greatest indication for peri- 
neal prostatectomy is in cases of early malignancy and 
when more comfort for the patient is desired. There is 
a difference in statistics between a 5 per cent and 3 per 
cent mortality. I can save two more men out of a 
hundred by this means. 

Dr. Hooe has said that among the bad results are 
open fistulae. I had only one fistula in this group, and 
Dr. Shaw is the only man I ever saw do the operation. 
I saw him do two and I went home and began doing 
them. The operation is not difficult. One must merely 
know the anatomy before he starts. 

As to not being able to cystoscope the cases before 
operation, it is permissible to do a suprapubic drain 
on them, of course, if you cannot get a catheter or 
cystoscope into the bladder. It would be foolish to do 
a prostatectomy on any patient without knowing what 
was in the bladder. I should say get into it in one way 
or another. 

The disordered sexual function is such a minor point 
as compared with the life of the man that I never 
worry about it. If it were my misfortune to have to 
have a prostate removed, I should wish it done in the 
safest possible way. I prefer the method with the lower 
mortality rate. 





ECONOMIC CONSIDERATIONS _IN- 
FLUENCING LOCAL HEALTH 
ORGANIZATIONS* 


By E. L. Bisuop, M.D., 
Nashville, Tenn. 


It must be clear to anyone who has observed 
tendencies in health organization during the past 
decade or more that the trend is distinctly to- 
ward local health organization. As we analyze 
our health problems, and as solutions are devel- 
oped and applied, more and more we are forced 
to the conviction that neither Federal nor state 
organizations can deliver the local, intimate and 
personal service essential in attaining the ob- 
jectives of lower mortality and morbidity rates, 
and of higher health standards. 


It should occasion no surprise that we have 
finally realized this basic principle, for no form 
of health organization is sound unless it follows 


_~. 


*Read in Section on Public Health, Southern Med- 
ical Association, Twentieth Annual Meeting, Atlanta, 
Georgia, November 15-18, 1926. 
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the scheme of governmental organization under 
which it attempts to function. Since this is es- 
sentially a country of local self-government, we 
must include in our health organization adminis- 
trative and service units for the local, as well 
as for the Federal and state elements of our 
government. Any other procedure is inefficient 
in rendition of service, wasteful of resources, and 
altogether an economic absurdity. 

The influence of the United States Public 
Health Service is indispensable in this country 
as an agency dealing with (1) foreign and inter- 
state problems, (2) as a coordinating influence, 
(3) a research body, and (4) a stimulant to 
the development of health activity by state and 
local governments. In addition, it has a vital 
responsibility to deliver expert consultant serv- 
ice to state health organizations, much as the 
state gives similar service to its local govern- 
ments, but neither can adequately perform the 
function of the local health department. 

State health departments, being one degree 
nearer the individual citizen, have greater au- 
thority and a more intimate relation to local 
health departments than does the Federal Gov- 
ernment. Even here, economic administration 
demands that the state health organization 
should, though holding central authority, dele- 
gate the fullest possible authority to local health 
organizations in handling local affairs. 

This principle should be recognized in a prac- 
tical way by the regulations of the state depart- 
ment of health. All state regulations, except 
such as govern practice in functions discharged 
by the state itself, should be so drawn as to 
establish high standards of procedure, but local 
health organizations should be given discretion- 
ary authority to modify the procedure in its ap- 
plication to local conditions. Obviously, local 
authority must be fixed within definite limits, 
but the fact remains that better results are to be 
expected from a flexible plan of handling com- 
municable diseases, for example, than from an 
inflexible standard which entirely disregards 
local conditions and authority. The regulations 
governing communicable disease control now be- 
ing prepared for the Tennessee State Depart- 
ment of Health will observe this principle and 
leave considerable latitude to the discretion of 
the local health officer. 

In brief, when Federal or state organizations 
attempt the development of public health work 
without the development of local health organ- 
izations, the advantages of unity of program, 
unity of service, and a single administration are 








390 





offset by the insuperable obstacles of an un- 
wieldly, centralized organization, lack of touch 
with local conditions, increased expense, and in- 
elasticity of program. j 

We are coming gradually to realize that local 
health organizations are to the Federal and state 
organizations, what fingers are to a hand and 
arm. To use still another figure of speech, local 
health organizations constitute the foundation of 
both the state and Federal health structure, and 
the efficiency of a state health program is in the 
main but the sum of the efficiency of its local 
elements. It behooves us, therefore, to examine 
the economic considerations influencing the or- 
ganization and support of local health machin- 
ery. Two questions must be answered. First, 
what is a given community able to pay for 
health service, and, second, what can it be in- 
duced to pay? 

In so far as the first is concerned, conditions 
in Tennessee are such that almost any commu- 
nity existing elsewhere in the South will have its 
type representative in our State. We have the 
valleys of West Tennessee, only slightly above 
sea level; the fertile middle basin of Middle 
Tennessee; and the mountain ranges of the East- 
ern section, which include a peak second to only 
one East of the Rockies. Counties exist which 
are so remotely situated as to make communi- 
cation more difficult and time consuming than 
with New York City. The range in county 
population is from a quarter of a million to one 
one-hundredth of that number, with an average 
of about twenty-five thousand per county. The 
tax aggregate (assessed valuation of all prop- 
erty) ranges from nearly three hundred millions 
in the wealthiest county to less than one and 
one-quarter million in the poorest county. The 
range in per capita wealth is as wide as the 
range in population and tax aggregate. The 
range in county income (taxes) for all purposes 
is from nearly $2,840,000 to less than $15,000 
per annum. County tax rates vary from a maxi- 
mum of $2.75 to 70 cents per $100 of tax ag- 
gregate, with the wealthiest county of the State 
having the second lowest rate in the State, and 
the lowest county rate being exhibited by the 
second wealthiest county. 

Here, then, is a vast field laboratory ready 
for field research in public health administra- 
tion, with particular reference to types of local 
health organization possible of development, and 
methods by which the entire population of the 
State may be provided with some form of local 
health service. The whole solution will take 
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years to find, but certain facts are apparent 
now. 

In the cities, and for the wealthier counties, 
the problem is simply one of developing a will- 
ingness on the part of the community to pay for 
the form of whole-time local health organiza- 
tion capable of developing a balanced health pro- 
gram. Expressed differently, the problem here 
is simply one of finding methods by which the 
community may be induced to pay for proper 
health protection, since the type of organization 
has been developed. 

In striking contrast to this comparatively 
simple problem, we have that percentage of the 
population living in units of local government 
too small and with inadequate resources for the 
development of even the minimum organization 
capable of providing a balanced health service. 
Here we are confronted with both elements of 
our problem, for not only must we induce the 
community to purchase a health service but we 
must find a type of health service within its pur- 
chasing power. It is a definite fact that a county 
of 2,500 people, with a total income of $25,000 
per annum, cannot pay for a $10,000 health de- 
partment, since other things as well as public 
health work are essential to the welfare of the 
body politic. About forty-four Tennessee coun- 
ties will find a health organization costing $10,- 
000 beyond the limits of their purchasing power 
for years to come, and in these counties resides 
22 per cent of the total population. Perhaps 
not dissimilar distributions of wealth and pop- 
ulation exist in most of the Southern States, as 
well as in other sections of the Country. What 
shall we do with the problem? It is unthinkable 
that we shall sit idly by and leave so substantial 
a portion of the population without the protec- 
tion to which it is justly entitled. 

Various plans of attack have been proposed. 
Among others may be mentioned (1) the use of 
one element of the personnel of a county health 
unit, usually either a nurse or sanitary inspec- 
tor; (2) district health organizations, with or- 
ganization for a unit of population rather than a 
unit of local government; (3) increased sub- 
sidies from State, and perhaps Federal, appro- 
priations; and (4) assumption of the entire cost 
by the State in extreme instances. 

There are advantages and disadvantages to 
each plan. Assumption of all cost by the state 
is out of the question, for there is “nothing so 
cheap as that which is given a man.” It is 
probable that the solution will come through a 
combination of the first three plans mentioned, 
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for only by some such combination can a bal- 
anced health service be developed and placed 
within the reach of the community it is proposed 
to serve. 

If we begin with one element of the personnel 
of a whole-time health department, the local 
government is immediately given something for 
which it can be made to feel responsible. It is 
probable that the sanitary inspector is the best 
individual to begin the operations since his work 
is simple and its importance readily apparent. 
Working under a county board of health, and a 
part-time medical officer, much interest may be 
stimulated, and the necessity for community 
effort in the solution of health problems is 
gradually instilled into the public mind. If, at 
the outset, two or more counties have been 
chosen which, when taken together, provide a 
satisfactory unit of population and resources for 
combination into a health district, the second 
plan of organization may be approached much 
more easily, and with less fear of failure than 
if no pioneer work had been done. Communities 
must be taught cooperation before local govern- 
ments can be expected to surrender any of their 
prerogatives, even in the attainment of things 
impossible of attainment by individual effort. 
With such grouping of local governments, grad- 
ually the county sanitary inspector should be 
replaced by county nurses, retaining a district 
sanitary inspector for maintenance work after 
operations pass from the construction to the 
maintenance stage. At the time the grouping is 
made, a whole-time district medical officer must 
be placed in charge, and a district nurse may be 
used until such time as the transition from 
county sanitary inspectors to county health 
nurses becomes possible. 

At this stage, and in all probability for gen- 
erations to come, a larger contribution per capita 
will be essential from the State than is the case 
in wealthier counties where whole-time health 
departments can be developed, and herein en- 
ters the principle of the third plan. On the 
other hand, costs will certainly not be so high 
as they would be, were the attempt made to 
provide each county with a county health de- 
partment, regardless of population and economic 
conditions. Reasonable subsidies, even though 
exceeding in amount the total appropriations by 
the group of counties, are sound in principle, 
and precedents may be found in movements for 
aaa of education, agriculture and 
roads. 


In this connection, a word may be said re- 
garding the responsibility of state and Federal 
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governments in the development and financing of 
local health organizations, and the manner in 
which the responsibility is being discharged. 

That the state and Federal governments have 
a definite financial responsibility is a fact which 
should need no argument in its support. There 
has never yet been devised an absolutely equita- 
ble tax system. In many instances, the in- 
ability of a local government to finance activity 
in the social welfare of its citizens is directly 
due to the fact that its raw products are not 
available for taxation until after shipment to 
some other and wealthier area for conversion 
into finished products. Thus the county in 
which the article was originally produced loses 
the possible revenue to the wealthier county. 
One of the poorest counties in Tennessee ad- 
joins the second wealthiest county of the State. 
In the poor county the tax aggregate is $4,528,- 
487, and the county tax rate $1.30, while in the 
adjoining county the tax aggregate exceeds 
$234,000,000, and the county tax rate is 70 
cents. In the first instance, the total county 
income is $58,870.33, while in the adjoining 
county the total income is more than one and 
one-half millions. Hence with a tax rate, nearly 
twice as high as that of the wealthy county, the 
poorer county has less than one twenty-fifth of 
the total county income available to the wealthier 
county. This is but an example of many similar 
situations, not only in Tennessee but in other 
states, and the situation is especially acute in 
the agricultural states. 

Returning a part of the revenue to the poorer 
counties for betterment of the social welfare is, 
therefore, rather an adjustment of inequitable 
taxation than a direct gift. Not only is this 
true, but such a plan directly benefits the 
wealthier communities in two ways. In the first 
place, communicable disease recognizes no state 
and county lines, and in the second place, in- 
creased wealth resulting from conservation of 
vital resources in the poorer communities is re- 
flected finally in the wealthier communities by 
lower tax rates and increased prosperity. 

It is, therefore, not charity, but good business, 
for the centers of wealth to concern themselves 
with the welfare of poorer communities. 

How is this responsibility being discharged 
by the state and Federal governments? Appar- 
ently the Federal government is not very much 
concerned about the matter, for the total sum 
available to the United States Public Health. 
Service for all rural health work is less than 
$75,000 per annum, and a rural health bill that 
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would provide only a beginning in the dis- 
charge of what some of us believe to be the 
Federal government’s responsibility in the de- 
velopment and support of rural health work has 
received scant consideration since its introduc- 
tion. 

States, especially in the South, are bringing 
their appropriating bodies to a more definite 
realization of the importance of local health or- 
ganization than has ever before existed. An in- 
creasingly large percentage of the average state 
budget is being devoted to the upbuilding of 
local health machinery. Figures are not availa- 
ble for direct comparison of appropriations for 
local health work, but in twelve Southern States 
the total per capita appropriations for state 
health activity increased from approximately 10 
cents in 1924 to about 11.5 cents in 1925. Ten- 
nessee, with but little provision for stimulation 
of local health organization, in 1924 increased 
its appropriations for this purpose until it is 
now spending approximately 30 per cent of its 
total State appropriation in the development and 
support of local health organizations. In the 
budget to be presented for the next fiscal bien- 
nium, Tennessee will propose expenditure of ap- 
proximately 50 per cent of its State appropria- 
tion in cooperation with local governments in the 
development of local health organization. 

We in the South, and perhaps in other sec- 
tions of the country, have a difficult problem in 
the development of a plan by which the entire 
population of our states may be placed under 
some form of whole-time local health organiza- 
tion. Though difficult, it is not insoluble. If 
we proceed with due consideration of what is 
considered sound practice in local health work; 
if we analyze the economics of our local situa- 
tions; and if we try hard enough to bring some 
type of local health organization that is capable 
of giving a balanced health service within the 
purchasing power of all the units of local gov- 
ernment, it is possible to place the whole of a 
state’s population under efficient local health or- 
ganizations. 

DISCUSSION (Abstract) 


Dr. W. S. Leathers, Nashville, Tenn—There are 
forty-two counties in Tennessee that are unable to 
finance a county health unit, and it is probable that 
this will be the case for a number of years to come. 


The plan which was suggested by Dr. Bishop, namely, 
to utilize an inspector for one or a group of these 
counties at the outset rather appeals to me as being a 
logical step in supplying the kind of health work which 
is so much needed. Incidentally this individual has 
been referred to, perhaps inadvisedly, as a “sanitary 
officer,” but I think that it is preferable to use the 


title inspector. It is realized that there is a disposition 
on the part of physicians to oppose the use of laymen, 
even though they are well trained scientifically speak- 
ing, as health officers. Moreover, it would be difficult 
for one who has not graduated in medicine to assume 
the responsibility in a county where much of the con- 
tact requires advice and administrative direction based 
on medical training. I think, therefore, that we should 
be very careful concerning any procedure that would 
lend itself to the employment of laymen for official 
positions of this kind. This, however, is not Dr. 
Bishop’s point of view in the selection of inspectors for 
counties that at present are unable to organize on a 
model basis. The inspectors whom he thinks may be 
used with efficiency are merely individuals trained to 
do general sanitation in cooperation with the part-time 
health officer, or under the supervision of the state in- 
spector, and, of course, responsible to the state health 
officer. These persons deal with such problems as 
screening of homes, inspection of places where food is 
handled, building of sanitary closets, and other activities 
which serve as a demonstration for enlisting the interest 
and cooperation of the people ultimately for a plan of 
organization which would be more effective. It is evi- 
dent that such inspectors can do a great deal of good 
and not infrequently either an inspector or a nurse will 
get the people interested to the extent of having an 
all-time department of health. It is obvious that this 
perhaps offers a solution to a situation which demands 
attention. 


In conducting the health work of a state, the legis- 
lative representatives of counties which are backward 
and financially unable to do the ideal thing will never- 
theless expect that something be done in the county. It 
is certainly not wise to disregard a large area of the 
state in expending money for health work simply be- 
cause the counties are financially unable to have an 
all-time medical officer of health and a nurse or in- 
spector. Many of these counties have not yet attained 
the position where they can have an all-time health 
officer. I think, therefore, that the inspector can render 
a great deal of valuable service pending the time when 
these counties can do more financially in effecting a 
better type of health organization. 


Dr. D. J. Williams, Gulfport, Miss—Public health 
service should be paid for largely by the people being 
served. Some of the states are making a mistake, in 
that they are paying a larger share of the expense of 
the unit from the state treasury. Federal aid should be 
limited largely to scientific, demonstration or inter- 
state work. The unit should be supported mainly by a 
tax levied on the district to be benefited. 


Dr. Bishop directs our attention to the condition of 
a poor county adjoining a wealthy county. There is no 
reason why the poor county should not be included 
with the adjoining wealthy county to form a health 
district. The health district should not be limited by a 
county line or territory. Many of these poor counties 
have taxable raw materials, such as timber, mineral or 
pasture lands escaping taxation. These areas are fre- 
quently sparsely settled, and health work is not so 
urgently needed, but where it is, a tax should be levied 
for health purposes. In Mississippi we have provisions 
for health districts composed of one or more counties. 


Instead of trying to fit a so-called model unit to a 
county or district, we might alter considerably the 
model unit to make it fit the people it is to serve. 


Dr. Platt W. Covington, I. H. B., Salt Lake City, 
Utah—In the western states serious consideration is 
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being given to the problems discussed in Dr. Bishop’s 
paper; that is, how best to provide a rural health or- 
ganization in counties whose financial limitations are 
such as to make its cost prohibitive. Perhaps in dis- 
cussing this problem we are attempting to cross a 
bridge before we reach it, for I do not know of any 
state that has a full-time health department in all the 
counties within the state financially able to maintain 
one. When this stage has been reached a very large 
part of the state’s rural population will have a health 
service approaching adequacy. 

To provide a public health service for the pauper 
counties, various plans have been tried by different 
states. The following, when financed jointly by the 
county commissioners and the State Board of Health, 
have proven the most successful: 


(1) Full-time county public health nurse. 

(2) Full-time county sanitary inspector. 

(3) Full-time medical health officer experienced in 
public health work. 

(4) Two or more counties consolidated into a sani- 
tary district with a public health nurse stationed in 
each county and a medical health officer in charge of 
the district. 


Of the methods mentioned, the physician, properly 
selected, giving his entire time to the prevention of 
sickness offers the best results. 

Sanitary districts have recently been organized in 
several states. It remains to be seen what their suc- 
cess will be. I recall some time ago endeavoring to 
establish a sanitary district in three contiguous coun- 
ties in Idaho. When the plan was presented to the 
commissioners of one of the counties, they stated that 
they would make the appropriation necessary, pro- 
vided the commissioners of the other two counties did 
so first. It is to be expected that the officials of one 
or more of the counties in the group will be inclined to 
feel that they are not securing their share of the bene- 
fits of the organization. Also there may be difficulty in 
locating the headquarters of the organization at a point 
satisfactory to all concerned. It is a ten-pin arrange- 
ment, and the withdrawal of one county from the bud- 
get disrupts the organization. 


Dr. James A. Hayne, Columbia, S. C._—I think if the 
principle of local self-government and democracy pre- 
vails, then Dr. Bishop is absolutely correct in his as- 
sumption that the individual shall govern himself, and 
that the little community and the little villages shall 
govern themselves. But if we assume the problem of 
public health in a scientific way, then we can only as- 
sume that a state board of health with properly edu- 
cated and properly trained men to give scientific advice 
should give the uniform rules and regulations which 
have force in any state. 

We in our small State believe in simply passing mini- 
mum regulations, and we allow each community, if nec- 
essary, or if it wishes, to pass more drastic regulations. 
a 2 cannot pass less drastic regulations than those of 

e State. 


Dr. W. S. Rankin, Charlotte, N. C—We make a mis- 
take in confusing public health machinery or personnel 
with public health service. Let us not forget our first 
lesson in county health work, the lesson we learned 
some fifteen years ago when none of our counties had 
full-time health officers and before any of us began to 
Press the employment of full-time personnel with coun- 
ties. Then all counties were considered at least below 
the economic level, or, perhaps, I should say the in- 
telligence level of employing and appreciating full-time 
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personnel. That did not prevent a beginning in locab 
health work, and the beginning of fifteen years ago has 
resulted in building up county health work to the en- 
couraging position in which we find it today. As was 
the case with all counties then, so, with many counties 
now, they are unable to employ full-time health offi- 
cers. But, as we did not wait years ago to begin 
health work until a county could employ a whole-time 
health officer, so let us not wait now. We can now, as 
formerly, go into the counties where there is no full- 
time machinery and, thinking primarily in terms of 
service rather than in terms of personnel, we can offer 
the county, just as we did when we fought hookworm, 
certain units of work, each for so much, $200 or $500. 
We can offer a unit of school work, a unit of vaccina- 
tion work against typhoid and diphtheria, a unit of 
venereal disease work, like that carried on effectively in. 
Alabama, or a unit of tuberculosis work, the value of 
which has been strikingly demonstrated in Virginia, 
and so on, until the county, through its own experience 
and through a rising appreciation of the value of 
health work, considers itself strong enough to put in a 
full-time health department. I believe the right ap- 
proach to any piece of public work is function first,. 
then machinery, and not the reverse order. 


Dr. Bishop (closing).—We must have local machin- 
ery for the delivery of service. I think state depart- 
ments of health (North Carolina is perhaps an excep- 
tion) cannot undertake to provide local service in the 
form of medical inspection of schools and similar ac- 
tivity. I wish to emphasize the point that at no time 
is the work discussed in this paper not under medical 
supervision. From the time the sanitary inspector en- 
ters the field until final organization of the health de- 
partment, medical supervision in one form or another 
exists. 

Dr. Covington’s point of inter-county jealousy offers 
a serious problem, but one which I think can be over- 
come by a process of gradual development of local 
health machinery through a series of stages as was out- 
lined in the paper. 

In regard to communicable diseases, we in Tennessee 
are just as fortunate as South Carolina since the State 
Department establishes minimum standards which must 
be adhered to by local governments. The state regula- 
tions, however, must recognize the fact that without 
local machinery for enforcement high standards cannot 
be made practicable. Our regulations, therefore, are 
flexible and within certain limits give local health offi- 
cers discretionary authority. 








OUR EXPERIENCE WITH ANESTHETICS 
AND ILLUSTRATION OF METHOD 
EMPLOYED* 


By Epwarp H. Cary, M.D., 
Dallas, Tex. 


Our experience with anesthetics is not con- 
cerned with the historical facts connected with 
the most important event in the history of 
anesthesia. However, it would seem permissible 





*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Twentieth Annuab 
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to digress long enough to pay that respect due 
the great Georgian, Crawford W. Long, the first 
to use ether for the prevention of pain in sur- 
gical operations, and to remind you of the debt 
we owe to this keen observer. He discovered 
the value of our greatest anesthetic, which has 
been used for eighty odd years. It is worth 
while wherever employed, but it is undoubtedly 
susceptible of a variety of methods of adminis- 
tration, making it of interest even at this time 
to discuss any variation which might tend to 
stabilize efforts to broaden its use. 

For many decades ether was given with the 
idea of producing deep slumber with all reflexes 
abolished, and the semi-open method of ad- 
ministration was the one which was most gen- 
erally used. There was no effort recorded within 
my knowledge to divide the effects of ether as 
an anesthetic into stages which could be arbi- 
trarily mapped, with the signs so correlated that 
anesthesia could be practiced and taught under- 
standingly before the student had awaited that 
longer method of practical anesthetic experi- 
ence. 

No one doubts the value of this. Many have 
learned by giving anesthetics without fixed signs 
or charts of the different stages of anesthesia, 
but with definite knowledge the patient’s margin 
of safety is enlarged and the young anesthetist 
has a guide to depend upon. 

My anesthetist, Dr. J. G. Poe, has observed 
the stages of anesthesia for the past sixteen or 
more years, and devised a chart of these that 
was published in the National Anesthetic Re- 
search Society Bulletin in 1921. This chart was 
also published in the Naval Quarterly at approxi- 
mately the same time and in the American Jour- 
nal of Surgery, July, 1924. It gives to the stu- 
dent and the anesthetist a guide entirely con- 
sistent with the observations of those concerned 
in the results of the ether administered. 


And so we find it is of definite value to have 
an interne trained with something tangible in 
his mind as to the stages in anesthesia. When 
we look back to our own hospital experience we 
recall the method then used, which brought the 
patient near to asphyxiation, if one would truth- 
fully describe it. An intelligently constructed 
plan is surely preferable to the covered saturated 
cone which we formerly held to the face of the 
patient, watching the respiration, the pulse and 
the pupil, but vigorously employing the ether, 
making deadly: certain that the patient should 
manifest no resistance during the surgical pro- 
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cedure. I can recall the early years of my 
operative experience when patients objected to 
general anesthesia. Children invariably cried 
when they were brought into the room. It was 
necessary to hold them, and forcibly put them 
to sleep. The thought of a general anesthetic 
was abhorrent, and the conversation at home 
about the experience made little children resist, 
and was evidence of the universal dread general 
anesthetics inspired. 

Hence I would say that the interpretation of 
the stages of anesthesia is the next most im- 
portant thing to its discovery, and the induc- 
tion of anesthesia with pleasant gases, such as 
nitrous oxid, is essential in creating that agree- 
able attitude which patients should have toward 
any operative procedure where they are put to 
sleep. 

Gases in themselves are too evanescent and re- 
quire a certain proportion of ether, if the patient 
is to be held for the kind of surgery you and 
I do. 

With the use of nitrous oxid, soon to mix with 
ether given through the Sanders’ improved mix- 
ing chamber, the patient is ready for the oper- 
ation within an average of ten to twelve min- 
utes. This is the primary stage of anesthesia, 
but the reflexes which are necessary to consider 
can be controlled for instrumental manipula- 
tion, and the patient held in this light stage 
from this time on. If we follow the chart which 
is published, the patient’s behavior is consist- 
ently in harmony, and it is not necessary ever 
to have a patient reach the stage of deep nar- 
cosis. 

The average time for a patient to regain his 
reflexes sufficiently to vomit is about three to 
five minutes, which guides the anesthetist in 
using his judgment as to what is left for the 
surgeon to do, before this undesirable event 
takes place, though it frequently does not occur. 
Patients over fifteen years old who have had 
morphin and atropin will sleep quietly from one- 
half to three hours. As a rule, there is no vomit- 
ing after the patient is placed in bed. I am 
told that not one out of twenty persons does so, 
and it is never done perniciously. I am not so 
sure that morphin is not the cause of a certain 
percentage of the number who vomit. 

As this paper deals with the routine in my 
operating room, it will not be necessary for me 
to discuss the merits of many other very ex- 
cellent methods employed in other clinics. As 
the operative work has been largely under gen- 
eral anesthesia, I will not burden you with the 
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details of the local anesthesia which represents 
about 10 per cent of the total. 

I have used gas and ether given by the same 
anesthetist for the past seven years in my opera- 
tive work involving the septum, one or more 
paranasal sinuses, and tonsils, at the same time, 
in the same patient, without a fatality or dis- 
agreeable sequel resulting from the anesthetic. 
The patient prefers to know nothing of the 
operation, and the surgeon, when unhampered 
by a nervous subject, can be more thorough in 
his work. 

During this time Dr. Poe has given general 
anesthetics for me in two thousand six hundred 
and forty-six tonsil and adenoid operations, one 
thousand four hundred and twenty-three gen- 
eral anesthetics for submucus and sinus oper- 
ations, of which seven hundred and nineteen, or 
50.6 per cent, were combined with tonsillec- 
tomies. The average stay in the hospital with 
all submucus, sinus, tonsillectomies, combined 
or not, has been 3.6 days. 

During the same period of time we had five 
hundred and four general anesthetics where the 
operation was upon the ear, mastoid, with or 
without complications, larynx, gasserian ganglia, 
decompressions, or for broncoscopy, etc. We 
had five hundred eye operations, Cary lid, 
lacchrymal, foreign body, trachoma, cancer of 
the lid and orbit, etc. The total number of 
general anesthetics was five thousand and seven- 
ty-three. Local anesthetics for tonsillectomies 
were three hundred and eighty-seven; submucus 
and other nasal operations, one hundred and 
sixty-eight; eye operations, one thousand and 
eight; miscellaneous operations, local anes- 
thetics, two hundred and fifty-two; total, one 
thousand eight hundred and fifteen. Twelve per 
cent of tonsillectomies were done under local; 
10.5 per cent of submucus and other nasal oper- 
ations, including paranasal sinuses, were done 
under local anesthetics. 

Dr. Poe has furnished me with this data, and 
in his discussion he will deal with the method of 
administration. 

During the past seven years, we have had, as 
I said, no fatalities from the anesthetic in our 
eye, ear, nose and throat work. There was one 
death where we had a brain tumor with very 
marked intracranial pressure. The patient died 
almost immediately upon commencement of the 
anesthetic. Autopsy demonstrated a very large 
tumor in the posterior part of the parietal lobe. 
The slight increase of intracranial pressure pro- 
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duced at the beginning of the anesthetic, added 
to the extreme pressure which already existed, 
was sufficient to cause respiratory inhibition. 

There was one case of pneumonia in a child 
operated upon last winter following a long drive 
in an automobile. The child recovered. We 
have had one patient who developed pleurisy 
two weeks after tonsillectomy, but recovered. 

We have had two deaths from brain ab- 
scesses, two following bronchoscopy, neglected 
foreign bodies which had broken through the 
mucosa, one from post-operative hemorrhage 
where absence of an assistant and neglect of 
the interne permitted unnecessary death ten 
hours after operation. There are in the record a 
few cases moribund when seen where anesthesia 
could not be considered in the picture. 

We have had three deaths from meningitis 
following ethmoidal and sphenoidal operations 
which have been reported, and apparently had 
no connection with the anesthetic. We have 
had no lung abscesses or disagreeable sequelae 
other than I am reporting. 

On the other hand, we have had occasion to 
search for foreign bodies in two little children 
who were water-logged and in immediate danger 
of death. We had the history of a foreign body 
in the bronchus, where the x-ray was negative, 
but suction of the bronchi turned the tide in 
favor of the children, causing recovery in each 
instance. At this point I would like to make 
this observation. When the next epidemic of 
influenza takes the country, if an earlier op- 
portunity does not offer, why not make the ef- 
fort to save that even small per cent of un- 
fortunate individuals, water-logged, but capable 
of whipping the toxemia if relieved of the im- 
mediate cause of their distress? Suction from 
the bronchi under such circumstances would un- 
doubtedly save many from immediate death and 
give the cells of the body opportunity to over- 
come the infection. With proper hospital fa- 
cilities, this proceeding is feasible. 

Before demonstrating the lantern slides of the 
apparatus we use, I beg to say it is our practice 
to pack the postnasal space in all of the nasal 
and sinus operations, and with the use of the 
suction apparatus we are not aware that any 
blood reaches the lungs. 

It is hardly necessary to recite the pro and 
con of general anesthesia. You are familiar 
with the argument. If unprejudiced, you will 
use your judgment after careful pre-operative 
study to determine contra-indications. Next we 
take into account the physical attitude of the 
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patient. After this, the surgeon must consider 
himself as a mental and physical mechanism re- 
acting to every surgical procedure, influenced 
by the conditions existing in an operating room. 

As an operator surrounded with medical men, 
it is all important to conserve both the patient 
and the surgeon’s energy. Hence for me when 
my patients can be given a general anesthetic 
with safety and comfort to them, I know that 
as a surgeon I will be more useful for a longer 
period of time having followed this routine. We 
will now show you slides with explanations, 
which I trust will prove informative. 


ANESTHESIA: METHODS AND EQUIPMENT USED 
IN BAYLOR HOSPITAL 


Figure 1 is a cabinet arranged by Dr. Poe for 
the distribution of the nitrous oxide, oxygen, compressed 
air for ether insufflation, and suction in each of the 
operating rooms in the hospital. All are piped from the 
supply room in the basement. Ethylene is attached in 
the operating room to the common supply tube with 
the nitrous oxide, oxygen, and ether vapor with air, as 
the ethylene through possible leakage might be a source 
of danger in the supply room, which also contains the 
automatically operating motors supplying the air and 
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vacuum. Hence we have the advantage of all the 
anesthetic group combined as desired, delivered to the 
breathing mask, or insufflation tube, with suction that 
is ready for use at all times to protect the patient’s 
respiratory system from secretions or other liquids and 
to remove blood or other fluids from the field. This is 
not only valuable in eye, ear, nose and throat surgery, 
but is indispensable in the operating room where ab- 
dominal surgery is being done, where suction is often 
used to remove fluids from the abdominal cavity and 
as a relief to the respiratory tract. It is especially useful 
in children where morphia and atropin premedication 
has been dispensed with, which prevent excessive secre- 
tion of mucus. 


POE’S AIRWAY AND MOUTH PROP, WITH 
INSUFFLATION ATTACHMENT 


Figure 2 shows the mouth prop which is inserted 
between the lips and teeth before starting the adminis- 
tration of anesthesia. It is especially needed if nasal 
obstruction is present. It also prevents obstruction of 
respiration through the mouth from masseteric spasm 
and coaptation of the teeth or lips. After conscious- 
ness and the pharyngeal reflex are lost, the airway may 
be inserted through it, which then prevents possible ob- 
struction by the tongue dropping back into the pharynx. 
It should be retained until the pharyngeal reflex pre- 
cludes its further use. 

This instrument is ideal for intra-pharyngeal insuffla- 
tion of ether and air, nitrous oxide or ethylene with 
oxygen, as the tubes lead through it to the pharynx and 
minimize the amount of anesthetic required. Further- 
more, it precludes the possibility of limiting the egress 
of air and of over-inflation of the lungs. 

This method of insufflation is indispensable for nasal, 
mastoid, eye, and other operations about the face and 
head, also for complete extractions in which the airway 
is placed in the opposite side of the mouth, between 
the bars of the mouth gag. The mouth can then be 





Fig. 2 
Airway and mouth prop with insufflation attachment. 
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Fig. 3 
Anesthesia apparatus. 


packed with gauze to prevent loose teeth from drop- 
ping into the pharynx. 

Suction can be used on the other side, if necessary, 
to clear the throat of blood or mucus, as needed. 


SANDERS’ ANESTHESIA APPARATUS 


Figure 3 illustrates an apparatus used throughout 
the Baylor Hospital that was devised by L. A. Sanders, 
of our anesthetic staff, and embodies the principles of 
the Gatch instrument, with certain other principles, 
allowing ready adjustability to any position of the 
patient. It has a vaporizing chamber for ether, which 
is of such dimensions that cold or freezing ether is 
avoided, and ether and gases are warmed by the pa- 
tient’s own breath by rebreathing. The mask is of 
transparent material, which allows the operator to see 
the lips and vomitus. It is valuable should an airway 
be inserted in the mouth, because it can be seen and its 
Position can be watched. 

The pedestal, or stand, holds four cylinders of gases, 
with each yoke opening into a central chamber, and 
all have from this central chamber a common outlet 
tube to the mask. The gases flow one at a time with- 
out danger of static spark development. The pedestal 
8 easily portable and is used in the operating rooms 
and over the building. We use on this machine the E 
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size tanks of 330 gallon capacity. The mask is also 
used with our hospital installation as shown in another 
picture (Fig. 1). 

This apparatus has no restricted gauges, valves or 
measuring devices, and the gases and oxygen are drawn 
intermittently at the tanks. The patient is the index 
for governing the amount of anesthesia, and no given 
percentage mixture is used. 

We have no fear of static spark on this apparatus. 
Explosibility is precluded by the carbon dioxide and 
moisture produced by rebreathing, and no two gases 
flow at the same time. This machine is earning for it- 
self the name of “ethylene machine” for this reason and 
185,000 ethylene anesthesias have been given with it in 
Texas, Oklahoma and Louisiana, with not a reported 
mishap. 


POE’S RECOVERY TUBE 


The recovery tube is the airway, as shown in Fig. 2, 
without the insufflation tube connections. It is used 
especially during the period of recovery. It may also be 
used as an ordinary airway during anesthesia, except 
where insufflation is used. 

If placed within the mouth during, or upon completion 
of the operation and retained in situ until recovery of 
the pharyngeal reflex prevents its further use, it effective- 
ly prevents obstruction of respiration from masseteric 
spasm, and the possibility of the dropping back of the 
tongue into the pharynx. That is quite an element of 
danger in the aged and over-relaxed patients. 

It is indispensable in the after-care of nasal cases in 
which packing in the nose necessitates breathing through 
the mouth. It may be lifted forward when gagging is 
produced by its presence in the pharynx, to rest only 
between the teeth. 

This instrument may save many lives and much labor 
on the part of the attendant. In the absence of the 
recovery tube, the regular airway may be used for this 


purpose. 


DISCUSSION (Abstract) 


Dr. E. J. Brown, Stanford, Ky.—I presume that in a 
mixed audience of this kind not every man is apt to 
use the outfit that Dr. Poe has spoken of as being used 
in Dr. Cary’s Clinic, because we have not such an 
elaborate equipment. We use the means at hand. Of 
course, we take it for granted that every man knows 
well what he is doing when he is giving an anesthetic, 
but in spite of all that, there sometimes will be fatalities. 
In general anesthesia, we should take a careful in- 
ventory of the patient. We should have a physical 
examination, use laboratory methods in regard to the 
kidney efficiency, and we should use mechanical ap- 
paratus in the same way to prevent disaster. In any 
condition where general anesthetics are given, we must 
know what the kidneys, heart, lungs, and the whole 
vascular system will tolerate. 

I do not think it is a safe procedure to relieve hemor- 
rhage by adrenalin, because it makes the heart pump 
more forcibly, and predisposes to hemorrhage rather 
than prevents it. I let the patient take a few doses of 
calcium chloride two days before, and then I have a 
pretty clear field. The time will come when we will 
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understand more about the endocrin system and then 
we will probably have a preventive. The endocrin 
system is possibly responsible for many of these very 
unexpected fatalities. 

Dr. Octavus Dulaney, Louisville, Ky—Any man in 
private practice can select his anesthetist, but in my 
service at the City Hospital we do not always have an 
anesthetist to administer the anesthetic. We use med- 
ical students, of course, under the supervision of an 
anesthetist. Twice a week we have tonsil mornings, 
and I operate upon from six to twenty cases in a morn- 
ing. We have two tables in the same room. It is sur- 
prising to know how few cases we have any trouble 
with when we use the drop method of ether. It used 
to be understood that the patient would not have any 
air at all, but the students do not give them so much 
ether. They take fifteen minutes to give the anesthesia. 
The only trouble we have had in institutions is with 
men who are trying to administer nitrous oxide and ether 
combined. If a child has a diseased thymus gland and 
you begin with nitrous oxide, you will have trouble. In 
our institution I am certain there have been two deaths 
caused from mixed anesthesia, and I do not know of 
any at all in hundreds that have received general 
anesthesia. 





INDUSTRIAL EYE INJURIES* 


By James B. StanForp, B.S., M.D., F.A.CS., 
Memphis, Tenn. 


The rapidly increasing use of agricultural 
machinery and the great increase in all types of 
industry all over America have resulted in a 
commensurate increase in injuries to the eye 
and its appendages. Workmen’s compensation 
laws in many states may be subject to some 
justifiable criticism, but they have had at least 
one good influence, that is, workmen now attend 
to even minor injuries which they formerly neg- 
lected with not infrequent serious damage to 
vision. 

Notwithstanding the protection afforded by 
the orbital rim and lids, the exposed position of 
the eye makes it peculiarly liable to accident 
and the delicacy of its structure renders acci- 
dents, which would elsewhere be trifling, of ex- 
treme seriousness to the earning power and hap- 
piness of the individual. 

About one-twelfth of the non-fatal industrial 
accidents are accidents to the eyes, and about 
one-tenth of our blindness is the result of indus- 
trial injuries. This necessitates an enormous 
industrial loss and an enormous expenditure for 
the upkeep of the blind, not to speak of suffer- 
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Southern Medical Association, Twentieth Annual 
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ing and unhappiness which cannot be measured 
in dollars. 

By far the most common injury, of course, is 
that from small foreign bodies in the eye, most 
frequently in the cornea. This is often looked 
upon by workmen as a minor affair, but all of 
us who have. had some experience have seen eyes 
lost from neglected or improperly treated corneal 
foreign bodies. I pause here to pay my respects 
to the “shop oculist,” the direct cause of many 
serious inflammations following corneal foreign 
bodies. In every shop there is one man, often 
the foreman, who professes to be very clever at 
removing foreign bodies. His armamentarium 
comprises a looped hair from a horse tail, a 
sharpened toothpick and a pocket knife which 
doubles in the cutting of plug tobacco. While 
this operator sometimes fails to infect the eye, 
he always succeeds in destroying a large area of 
corneal epithelium, and sometimes a part of 
Bowman’s membrane. Stringent measures 
should be adopted in all industrial plants to 
prevent these men from attempting to remove 
foreign bodies from the eye. Unfortunately in 
many plants this dangerous practice is encour- 
aged in the belief that economy is promoted. 
The contrary is true in a number of plants with 
which I am familiar. 

By using a sharp spud, corneal foreign bodies 
may be removed with ease and with little trauma. 
Butyn is the anesthetic of choice in these cases, 
for the anesthesia is rapid, corneal desquama- 
tion is not promoted, as is the case with cocain, 
and the pupil is not dilated. After removal of 
the foreign body some sort of germicide, such 
as mercurochrome, should be used, and the 
patient should be instructed to use an eyewash 
hourly until bedtime. Frequently a workman will 
allow such a foreign body to remain in the eye 
for one or more days. In these cases the eye will 
show marked ciliary injection, and there will be 
an infiltrated area around the foreign body. A 
mydriatic should be used in these cases. 

I have seen a number of cases of severe acute 
conjunctivitis following the lodging of sawdust 
on the conjunctiva of the lid. The inflammation 
is not unlike that which we have come to term 
“swimming pool’ conjunctivitis and follows 
pretty much the same course. I have not been 
able to associate this with the dust from any 
particular wood or from wood which has under- 
gone any particular treatment. 

In infected wounds of the cornea I give for- 
eign protein early and in rather large doses. I 
am sure that the injection of milk has saved 
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many eyes that would have been lost without its 
use. Some years ago I had a disagreeable ex- 
perience with an abscess following the injection 
of improperly sterilized milk. Since that time I 
have used ampoules of a milk product put up 
by one of our pharmaceutical houses. The con- 
tent of these ampoules is sterile, is much more 
easily administered than milk, and the effect is 
apparently the same. When an _ otherwise 
healthy adult appears with an infected corneal 
ulcer, I usually give 10 c.c. of the milk product 
under the skin of the abdomen, or 6 c.c. in the 
muscle of the buttocks. The patient usually 
has a marked reaction, but the discomfort is of 
short duration and the effect on the ulcer has 
been uniformly satisfactory. This is repeated 
or not as indicated. 

In woodworking plants corneal abrasions and 
contused wounds of the eye are quite common 
from “fly-backs.” In the case of abrasions, 
cleanliness is the only treatment necessary an 
most cases. Butyn has proved to be of great 
value in these cases for the relief of pain, and 
has apparently no retarding effect on the re- 
generation of corneal epithelium. In contusions 
of much severity, cycloplegia is always indicated. 
No case of contused wound of the eye should be 
discharged without first making a careful 
ophthalmoscopic examination, as hemorrhage 
and rents in the choroid are not uncommon. 
The rents in the choroid are the result of contre 
coup and may be caused by a comparatively 
light blow. Dislocation of the lens, iridodialysis, 
rupture of the fibers forming the pupillary 
margin, detachment of the retina and hemor- 
rhage into the sheath of the optic nerve should 
be looked for in all cases of contusion of the 
eye. . 
Perforating wounds of the eyeball are quite 
common, and care must be taken in these cases 
to determine the presence or absence of intra- 
ocular foreign bodies. The location of such in- 
juries is also of great importance. The danger 
of infection in these cases is in direct ratio to 
the length of time the wound is left open. When 
these patients are sent to my office, it is my 
custom to operate immediately rather than to 
waste time in sending the patient to a hospital. 
If necessary, the patient is later sent to the hos- 
pital. The operation, of course, consists in a 
toilet of the wound and the covering of the 
wound with a flap of conjunctiva. This pro- 
cedure is by no means a new one but a sur- 
prisingly large number of oculists appear to be 
unfamiliar with it. I am sure that it has saved 
Many eyes for me that would otherwise have 
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come to enucleation. There is a regular order 
of the various steps of this operation which 
should not be varied. The flap is prepared 
preferably at the side nearest the wound to be 
covered. If one is careful in undermining the 
conjunctiva, the flap will be thin and may be 
easily stretched without undue tension on the 
sutures. The sutures are introduced and are 
ready to tie before the wound itself is touched. 
When the flap is ready, iridectomy if indicated, 
and other toilet of the wound are done and the 
sutures tied immediately. I have found no diffi- 
culty in covering any part, or even all the cornea. 
The flap is not disturbed until the sutures pull 
out, when it will slip back to its normal position. 
Such a flap will protect a cerneal wound from 
infection, will insure good apposition, even in 
irregular wounds, and will furnish a blood sup- 
ply to the normally bloodless cornea. If an 
intra-ocular foreign body is known to be present, 
it is, of course, removed before the wound is 
closed if the anterior route is advisable. The 
problems of intra-ocular foreign bodies must be 
met as they arise, since no set rule may be made 
to cover all cases. As a general rule, magnetic 
foreign bodies in the lens or anterior to it are 
removed through a keratome incision at the 
limbus. Probably the best procedure in the case 
of foreign body in the vitreous chamber is to 
make a small incision in the sclera and draw 
the foreign body through this. In these cases, I 
make an incision through the conjunctiva and 
sub-conjunctival tissue down to the sclera. This 
incision is somewhat curved and a double-armed 
suture is introduced in the convex flap and an 
ordinary suture in the other flap. These sutures 
serve to retract the flaps during the magnet 
operation and then are used to cover the scleral 
wound with a double layer of conjunctiva after 
the method of Francis. The problems of non- 
magnetic foreign bodies are as numerous as the 
accidents. In no case should a surgeon attempt 
to remove a foreign body without first having it 
definitely localized. 

The burns I have had to deal with have been 
from electric flashes, hot metal and chemicals. 
Those that have given the most trouble have 
been the result of lime and molten metal. Work- 
men are still careless in the inspection for mois- 
ture of the vessels, implements and holes into 
which they pour molten metal, and they often 
neglect to put on their goggles. 

So far as I know, nothing new in the treat- 
ment of chemical and actual burns of the eye 
has been developed recently, except the use of 
picric acid in combination with a local anes- 
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thetic. This drug is put up in an ointment. My 
experience has thus far been too limited to allow 
the expression of an opinion as to its efficacy. 

In repairing wounds of the eyelids, care is 
necessary to prevent subsequent ectropion and 
to prevent epiphora. This subject is thoroughly 
covered by the good textbooks on ocular surgery. 

Many of the accidents with which we have 
dealt are preventable by proper lighting in shops, 
proper guards for machines and by enforcement 
of rules as to the wearing of goggles in certain 
occupations. My office attendant has com- 
mented on the increase in the number of eye ac- 
cidents which we see on dark, cloudy days. For- 
tunately the insurance companies are now em- 
ploying expert inspectors who give advice as to 
lighting, machine guards and other appliances 
for the protection of workmen. 

The determination of percentage of permanent 
visual defect is frequently quite difficult, and 
much injustice has been done both to the em- 
ployer and the employe in many cases. The re- 
duction of the common fraction representing 
visual acuity by the Snellen standard to a per- 
centage of vision for settlement of claims is ob- 
viously unjust. This, however, has been done 
and is still being done by those who have not 
thought deeply on the subject. The plan rec- 
ommended by Snell of employing a maximum 
and a zero of industrial vision with the inter- 
mediate degree of visual acuity accurately re- 
lated to the whole is entirely satisfactory for the 
determination of visual loss for distance. This 
plan, however, does not take into account near 
vision, fields of vision, nor aphacia. It is hoped 
that the American Medical Association will soon 
adopt a standard by which we may all be guided 
in the estimation of percentage of visual loss. 


1052 Madison Avenue. 


DISCUSSION (Abstract) 


Dr. E. B. Cayce, Nashville, Tenn.—Skillful, timely at- 
tention to an injured eye often results in a quick and 
complete recovery, whereas first aid given by a fellow 
workman often is followed by infection with a dam- 
aged eye. 

The removal of an embedded foreign body from the 
cornea is an operation, and every aseptic and antiseptic 
precaution should be carried out with as much care as 
for any major operation on the eye. 

What surgery is necessary should be done without 
delay. The earlier the entangled protruding iris is re- 
moved, the better the prognosis will be. 

I discontinued the use of boiled milk because of the 
systemic reaction. It seems that aolan and lactogen give 
as good results. A flap should be used when indicated, 
unless the cyanide injection is given. 


I am not yet convinced that milk injections are as 
valuable as subconjunctival cyanide injections. I use 
the combination advised by Dr. E. L. Jones. If novo- 
cain is added, the pain is very much lessened. 

Careful history taking will often prevent the ex- 
aminer from overlooking an intra-ocular foreign body. 
Often the suspicion of an intra-ocular steel foreign 
body will be confirmed by bringing the eye near the 
large point of the giant magnet. Be slow in giving a 
report in all compensation cases of intra-ocular wounds. 
I have several times rejoiced with the patient over the 
good result, to be disappointed later by a degeneration 
of the eye. 

There are so many factors that enter into the amount 
of compensation due that any scale devised will have 
to be elastic in application. 

Several years ago, I came near losing the friendship 
of a dentist who lost the central vision of his left eye 
by an accident, and honestly made claim to the in- 
surance company that he was totally disabled. He 
could not judge distance. In fairness to him and the 
insurance company, I refused to sign the claim and as- 
sured him that in a few weeks or months he could do 
the same work with no discomfort. 

In our State, where compensation insurance is com- 
pulsory, we are between two fires, the niggardly policy 
of the company with their many report blanks and a 
small percentage of the injured who are inclined to 
magnify their disability. 


Dr. V. M. Hicks, Raleigh, N. C—It is important to 
get a complete history of the case when it is first pre- 
sented for treatment and to make a complete examina- 
tion of both eyes at the time of the first visit. Even 
in the simple cases of foreign bodies it is wise to take 
the vision of the patient at the time and record it, be- 
cause there is a small probability of later malingering. 

I thoroughly condemn any general practitioner, or 
even specialist, who attempts to treat these cases with- 
out a thorough equipment in the form of lights and 
instruments, and a thorough knowledge of what he is 
about. Most cases of infection following trauma to 
the eye are due to mismanagement of the case at its 
first treatment. 

I wish to endorse the conjunctival flap in the treat- 
ment of cuts on the cornea. I believe, however, that 
when the laceration is from one margin of the cornea 
to the other, to use two conjunctival flaps is better than 
to do a flap of the entire cornea. In the cases of burns 
of the lids I have been perfectly delighted with the use 
of picric acid ointment. I use butyscin picrin with very 
splendid results. In second degree burns of the lid, it 
is exceedingly important to suture the lid. It simplifies 
the secondary operation that becomes necessary 
also keeps the globe from injury from undue exposure. 


Dr. Richard R. Daily, Atlanta, Ga—A man some- 
times comes in to the office with a small foreign body 
in the cornea which he has had overnight. He has not 
come before, because he did not wish to lose the time. 
After the foreign body is removed, in the majority of 
instances he can go safely back to work but sometimes 
he cannot. The insurance companies do not pay him 
for any loss of time until he has been disabled for ten 
days, and his firm does not like to give him that time. 
A man came in yesterday who had five children and 
he was rather upset about the loss of time. Now I 
shall have to keep him out for a week or make him 
suffer, and it seems to me that in our consideration of 
this matter it might be well to advocate that the in- 
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surance people give a man some additional time, even 
if it is only two days, for a minor injury to subside. 
The removal of a foreign body from the cornea is ex- 
ceedingly simple. It is easy to do correctly and very 
little dangerous; but when a man comes with an in- 
jured cornea that has been handled by someone else, 
no one can tell how far our responsibility goes. The 
insurance people do not like to pay us for our work. 


Dr. Herbert Adams, Jacksonville, Fla—Butyn is far 
preferable to cocain as a local anesthetic for use in or 
about the cornea, as it does not undermine the epithe- 
lium, and thereby cause a spreading of infection. 


My worst result in foreign body cases are those that 
have first been treated by a general practitioner, or 
someone who has needlessly denuded a large surface of 
the cornea, and frequently left a part of the foreign 
body in the eye. Intra-ocular foreign bodies are fre- 
quently overlooked. 

When the tension is lowered, and the patient com- 
plains of impaired vision, the probabilities are that an 
intra-ocular foreign body is present. 


Dr. H. B. Searcy, Tuscaloosa, Ala-—-What is your 
rule in regard to bandaging the eye? Some men 
bandage every eye regardless of how small the corneal 
wound may be, and others leave the eye open. 


Dr. W. R. Buffington, New Orleans, La.—I must take 
issue with the essayist about instilling solutions in the 
eye after the removal of foreign bodies from the cornea 
or after injuries which cause destruction of corneal tis- 
sue. Solutions put in the eye certainly retard the heal- 
ing process. Post, of St. Louis, demonstrated this fact 
most positively by careful experiments on rabbits’ eyes. 
The best antiseptic in any eye is the normal flow of 
tears. If the wound is a clean one, let the patient 
close his eye. To remind him to keep it closed, apply 
a light gauze dressing. Keep the lids clean, but do not 
disturb the eye. 

General practitioners must be taught to remove for- 
eign bodies from the cornea, and to treat minor injuries 
to the eye, and especially those of the cornea. In my 
clinic, undergraduates are given detailed and thorough 
instructions along these lines. It must be remembered 
that many people who get foreign bodies in the eye, or 
who receive injuries to the eye are far ‘removed from 
specialists. They are compelled to seek aid from the 
family physician. 

In the removal of metallic intra-ocular foreign bodies, 
my experience has been that the best results are ob- 
tained if the foreign body is brought through the lens, 
or preferably between lens and ciliary body. In this 
way we can hope to preserve potentially good vision, 
even though the patient is industrially blind because of 
the resulting cataract. 

In removing foreign bodies through the sclera, my 
experience has been that the eye is lost from detach- 
ment of the retina or from intra-ocular hemorrhage. 


Dr. J. M. Woodson, Temple, Texas—I have recently 
had a case which impressed me seriously, a case in 
which the eye was bandaged for several days after an 
accident. The patient came to my office three days 
after he was injured, having had a foreign body re- 
moved from his eye by a general practitioner. He had 

n given some drops to relieve pain and had used 
them frequently. The cornea was ulcerated almost to 
the point of sequestration. I immediately did a para- 
centesis and gave the man a milk injection, and though 
the next morning the ulcer looked better, the eye 
eventually had to be removed. - 
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Dr. John H. Burleson, San Antonio, Tex—In pen- 
etrating wounds of the cornea, I have frequently sep- 
arated the conjunctiva at its junction with the cornea 
and introduced a pursestring suture, pulling the con- 
junctiva forward and entirely covering the cornea. This 
gives more complete support than any other method I 
have tried. Of course, it can be done only when the 
wound is sterile. 


Dr. Grady E. Clay, Atlanta, Ga—The majority of 
men do not put on a patch after removal of a foreign 
body, but the excoriation will heal more quickly if a 
bandage is applied. If the bandage is put on in the 
office, in a day or two the corneal epithelium is com- 
pletely restored. In every foreign body case I put on a 
patch, and I believe it is most important. _ 

Regardless of how trivial the injury may be, a fundus 
examination should be made in these cases. Most of us 
think it unnecessary where the foreign body is small. I 
have recently seen two court cases, one of which had a 
small injury. Upon examination of the fundus, we 
ray ng old choroiditis which the patient did not know 

e had. 


Dr. R. R. Duke, Tampa, Fla—We should not give 
too favorable a prognosis for cases of intra-ocular for- 
eign bodies. Recently I had a case where the foreign 
body entered at the site of the inner canthus and lodged 
on the temporal side of the globe. We removed the 
foreign body and about four weeks after the operation 
the man’s eye was perfectly quiet, the vision was 20/30. 
Two weeks afterwards he returned with a vision of 
20/200 minus. He had a detached retina and the vision 
was completely lost. 


Dr. Stanford (closing).—Dr. Cayce stressed the his- 
tory in cases of intra-ocular foreign bodies. I have 
seen sO many cases in which the patient insists that his 
foreign body is out that I have come to suspect intra- 
ocular foreign body when a patient says he was struck 
by a small foreign body which is no longer painful. 

Dr. Cayce also brought up the question of fees. In 
Tennessee one hundred dollars is supposed to cover all 
fees in connection with an industrial injury, and nat- 
urally we cannot do major surgery for such poor com- 
pensation. If the physician will establish a friendly re- 
lationship with the claim agents of the companies em- 
ploying him to do surgery, he will have no difficulty in 
collecting a reasonable fee. It is to the advantage of 
the company to save vision, and this cannot be ac- 
complished if cheap measures are employed. 

Malingerers present an important problem. The 
best way to handle them, as Dr. Hicks and others have 
mentioned, is to take the vision and make an ophthal- 
moscopic examination of both eyes at the first visit. 

Dr. Buffington stated that general practitioners should 
remove corneal foreign bodies. It is a fact, as Dr. 
Buffington states, that we teach medical students to 
remove foreign bodies, but it is also a fact that with 
few exceptions general practitioners remove much cor- 
neal epithelium with the foreign body. They cannot 
maintain expertness with little practice. 

Dr. Daly expressed the need of compensation for 
workmen for a day or two. This is desirable but is a 
matter for legislative action. 

Several physicians have brought up the question of 
bandage after the removal of a corneal foreign body. 
There is a marked difference of opinion in regard to this. 
I do not use bandages unless a large abrasion is present. 

Dr. Buffington is opposed to the posterior route for 
the removal of intra-ocular foreign bodies. So am I 
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in some cases, but in others I deem it the route of 
choice. My recollection is that statistics show a total 
loss of vision in about 70 per cent of cases, with many 
cases coming to enucleation. My own results are much 
better than that, so in the face of criticism I shall 
continue to follow the procedure which gives the best 
results in my hands. 


re 


HISTORICAL REVIEW OF EARLY 
DERMATOLOGY* 





By J. M. Kine, M.D.,** 
Nashville, Tenn. 


Dermatology, like everything else in this 
world, had a very small beginning, and its origin 
is found in the early times of Egypt, Persia, 
India, and among the Hebrews. The fascina- 
tion of history leads one back to the records of 
these nations to establish what has been done in 
this subject. The way is long, but it is proposed 
to show you how it was practiced in diseases of 
the skin by the physicians of these early na- 
tions, up through the Greeks, Romans, Arabians, 
and up to the time of Willan, Bateman, Biett, 
Rayer, Erasmus Wilson, and Hebra, when the 
specialty of dermatology was thoroughly fixed. 


In a glance backward over the ancient civiliza- 
tions, but little is found pertaining to derma- 
tology, only bits here and there, until the golden 
age of Pericles is reached, the time of Hippoc- 
rates, who formulated in his language all that 
was known on medicine. The Romans copied 
from the Greeks, and the Arabians compiled 
from the Greeks and Romans, adding a few new 
diseases. Dermatology continued to be a work 
of compilation until we come to the innovations 
of Willan the Great. 

Following our subject through in sequence of 
events, Egypt has first place. 


Egypt.—The Egyptians had special papyri de- 
voted to medicine. In the Papyrus Ebers, von 
Klein mentions among diseases of the scalp 
“tumors, alopecia and eruptions,” also prescrip- 
tions to prevent the hair from turning gray, to 
produce its growth on bald heads, to promote 
the growth, to make it grow on scars to depilate 
the scalp, and to dye the hair. Under facial 





*Chairman’s Address, Section on Dermatology and 
Syphilology, Southern Medical Association, Twentieth 
+ ee Meeting, Atlanta, Georgia, November 15-18, 


**Dr, King died October 14, 1926, of myeloma. His 
Chairman’s Address had been prepared prior to his 
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Dermatology, Vanderbilt University School of Medi- 
cine, Nashville. 
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diseases, he mentions sunburn, freckles, wrinkles, 
discolorations, roughness and blotches. Under 
diseases of the skin, pustules, prurigo, swellings, 
tumors with fetid suppuration, leprosy, eczema, 
scabies, itching, cankers, boils, and carbuncles, 
Von Klein also mentions gangrene, eschar forma- 
tion, burns, spots on white scars, which sores 
leave, and alterations of hair on burnt surfaces, 
perspiration of the feet, sore toes, corns, bunions, 
callosities of all sorts and falling nails. 

In Chapter 12 of the Hearst Papyrus, there 
are thirteen remedies, according to Reisner, “re- 
lating to the hair and skin, etc.” One remedy 
for baldness consisted of equal parts of the fat of 
the lion, hippopotamus, crocodile, goose, snake, 
and ibix. 

It seems that specialism had its origin in 
Egypt, as Herodotus says: 

“The art of medicine is divided among them. Each 
physician applies himself to one disease only, and not 
more. All places abound in physicians; some for the 
eyes, others for the teeth, others for the belly, and 
others for the internal disorders.” 

It is said that the fame of one Egyptian skin 
specialist was so great that he was summoned to 
Greece in consultation. Cosmetics were in vogue 
in Egypt, and it is recorded that Cleopatra wrote 
a treatise on that subject. 


Jewish—The Hebrews had no special books 
devoted to medicine and the sources of infor- 
mation are from the Bible and the Talmud. The 
question whether or not leprosy of the Bible is 
the same as the leprosy of today has been widely 
discussed by learned authors, and probably the 
most rational, conclusion to the whole question 
is the one reached by McEwen when he says: 

“The word leprosy did not refer ever and always to 
true leprosy, but was rather a generic term conveying 
various sorts of inflammatory skin diseases, which ren- 
“y the one afflicted unfit to associate with others. 
etc. 

Job was cursed with boils, and Esau was 
doomed by his hair. 


Hindoo.—Hindoo medicine, in the opinion of 
Baas, is superior to Egyptian and not much ex- 
celled by the Grecian, and medicine was highly 
respected by the Hindoos as may be judged by 
the saying that “one of the fourteen precious 
objects produced by the gods by churning the 
ocean was a learned physician.” The Hindoos 
believed that a drunkard would be afflicted with 
the disease of the skin and an incendiary with 
erysipelas. Baas says that “Indian medical 
practice is distinguished from that of all other 
people of antiquity by the fact that it recognizes 
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no proper specialties.” Leprosy was described 
but it included other diseases, black, white and 
red leprosy. The Hindoos described elephan- 
tiasis and spoke of “small eruptions appearing 
on the face at puberty, produced by phlegm, 
wind and blood. No doubt this is acne, and 
they treated dandruff by bleeding. They de- 
scribed boils, carbuncles, abscess, alopecia, 
canities, erysipelas, urticaria, purpura, nevus, 
verruca, ulcer, diseases of the nails, and chicken 
pox. They used arsenic in leprosy and in other 
diseases of the skin. They applied mercury 
mixed with sulphur for pediculosis, and for an 
itching on the scrotum they used a mixture of 
iron sulphate, bile, copper sulphate, sulphuret 
of arsenic and of antimony, to be made into a 
paste with acid rice water. Other external rem- 
edies were oils, plasters, poultices, baths, hot ap- 
plications, fumigation for ulcers, and skin dis- 
eases, and the cautery. 


GREEK DERMATOLOGY 


Whatever the other ancients accomplished in 
the study and practice of medicine, we owe a 
debt of gratitude to the Greeks for the origina- 
tion of the scientific study of the subject under 
the leadership of Hippocrates, the great father 
of medicine, about 460 B. C., who was the first 
to separate medicine from religious superstition 
and philosophical sophistries. He said that dis- 
ease arose from natural causes and not from the 
anger of the gods. He was a lineal descendant 
of Aesculapius and set the example for medical 
history by writing the first treatise on historical 
medicine in his work, “On Ancient Medicine,” 
and coined many terms that are in common use 
at the present time. Sir Erasmus Wilson, in 
1868, prepared an essay on the “Dermal Path- 
ology of Hippocrates,” in which he says: 

“We now come to our main purpose, which is to 
ascertain what terms, representing cutaneous diseases, 
are employed by Hippocrates; to determine as far as 
we are able their meaning; and to discover the ideas of 
the pathology of those diseases which were entertained 
in those early times. In this research, we approach the 
fames of our ancestors in the true spirit of Asklepiadism, 
namely, as diligent and painstaking observers, and with 
the humility which knowledge confers on its votaries.” 

He states later in the same essay that some 
of the Greek terms cannot be identified at present 
with our Hippocratic knowledge, although we 
may be able to do so by less ancient writers, re- 
ferring no doubt to Celsus and Paulus Aeginata. 
Wilson based his essay upon the translation of 
the genuine works of Hippocrates by Dr. Francis 
Adams. He records his research as follows: 
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“Acrochordon” is the filliform wart; “alphos” is 
psoriasis; “anthrax” is carbuncle; “cheimetlon” is chill- 
blain, derived from ‘“‘cheima,” winter; ‘“choirades” are 
glands of the neck, resembling “‘choiras,” a low rock 
arising just above the water in the sea like a hog’s 
back, “choires” being a young hog; “ecthyma,” the 
same as implied at the present time; “ephelis” is freckle; 
“epincytis” is identified with difficulty. The term is 
used by the ancient writers. It is so named, because the 
lesion appears overnight. Present-day writers believe it 
is erythema multiforme. Celsus says it is the worst 
pustule. “Erysipelas” is the same as today. “Erythema” 
means redness. “Exanthemas” by translation says, 
“pains spreading from the head to the neck and back 
are relieved by abscesses, expectoration of pus, hemor- 
rhoids, exanthemata on the body, or pityriasis on the 
neck.” “Herpes” means a spreading or creeping erup- 
tion. “Idroa,” same as sudamnia; “Ionthos” meant 
pimple. “Kegchros” is miliaria; “kerion” means like a 
honey-comb; “knidosis” is pruritus; “krithe” is stye. 
“Lepra” cannot be identified, but “lepra leuke” is be- 
lieved by Erasmus Wilson to be a condition to be asso- 
ciated with true leprosy. ‘Melikeris” meant an en- 
cysted tumor, like a distended bursa, because the con- 
tents were honey-like; “phalakros” means baldness and, 
commenting this, Wilson in quotations says: “Eunuchs 
do not take the gout or become bald.” Galen dis- 
cusses the temperament of eunuchs. “Phlyctenae” ap- 
pear among the bad symptoms associated with empyema. 
“Phlyzacion” is another term for pustule. “Phymata” 
implies glands or buboes. “Pityriasis” meant scaliness 
of the head. “Psora” is the same as scabies of the 
Latins and is our present eczema. Barensprung says 
that “psora” embraced every itchy eruption, dry or 
moist. Galen associates it with black bile, elephantiasis, 
lepra, black alphos, and cancer. ‘Terminthos” was a 
special kind of boil, with a core like a pine cone. 
“Sycosis,” a growth, fig-like in shape. Rayer says that 
“Hippocrates inquires into the symptoms of eruptions 
rather than attempts to describe them.” Hippocrates 
looked upon many diseases of the skin as curative at- 
tempts of nature which should not be interfered with, a 
superstition that was handed down for centuries, even 
to the early English period of dermatology. 


ROMAN DERMATOLOGY 


Celsus.—Garrison states that Celsus’ is the 
oldest medical document after Hippocrates’ writ- 
ings and of the seventy-two medical authors 
mentioned by him, only the work of Hippocrates 
himself has come down to us relatively intact. 
The work of Celsus is a compilation and consists 
of eight books in which he mentions forty dis- 
eases of the skin. Celsus, the great Roman 
writer, was born 53 B. C.; his works were pub- 
lished 18 B. C.; he died at the age of 60. 

Sir Erasmus Wilson read an essay in 1863, 
before the British Medical Association, and it is 
the basis for this material on Celsus. In his 
classification, he arranged skin diseases in two 
ways; first, remedially, according to their 
amenability to hygiene and diet, to drugs, or to 
surgical manipulation; and second, topograph- 
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ically, according to position, whether general, 
partial or topical. 


He treats of erysipelas as a complication of 
wounds, and as also occurring spontaneously. 
He defines carbuncle, furunculus and _ pernio. 
He calls the axillary abscess “phygethlon,”’ de- 
scribes veruca vulgaris and calls it ‘“acrochor- 
don.” Another variety of warts he calls 
“thymion,” because of its likeness to the blos- 
som of thyme, which corresponds to the venereal 
wart. Solar and palmar warts are called 
“myrmecia.” ‘“Clavus” is named as well as 
carcinoma. He discusses pustules, phlyctenae, 
and a special kind of pustule which he calls 
“phlyzacion.” “Epinyctis” is so named because 
it occurs during the night on the limbs. Erasmus 
Wilson comments that the term pustalae im- 
plies an eruption which causes roughness or un- 
evenness. Celsus describes scabies, the Latin 
name, the prototype of the present day, and says 
“when the attack is severe, the pruritus is most 
considerable and the disease the most difficult 
of removal.” This severe form the Greeks dis- 
tinguished by the word “agrian,” that is, 
“fierce.” As a remedy for eczema, he recom- 
mends sulphur, wax, tar and oil melted together 
so as to form a cerate, the consistency of honey. 
He gives four kinds of “impetigo;” mild, im- 
petigo rubra, impetigo nigra, and the incurable. 
Wilson says these are types of eczema or 
“scabies” of the Latins. ‘“Papulae” is probably 
lichen planus. He describes two kinds, and 
names the second kind “agrian.” ‘Alphos” and 
‘“Melas” are forms of psoriasis. ‘“Leuce’’ is 
scleroderma or morphea. 

Celsus remarks that: 


“J have hitherto spoken of complaints which, arising 
in the whole body, call for the use of medicines. Now 
I come to those which are apt to develop on separate 
parts of the body; and I begin with the head. For the 
loss of hair, consequent to illness, apply laudanum dis- 
solved in oil, but for loss due to old age there is no 
remedy.” 

Paulus Aeginata.—Dermatology is indebted to 
Sir Erasmus Wilson for his essay on ‘The 
Dermal Pathology of Paulus Aeginata,” who 
flourished at the end of the Sixth and the be- 
ginning of the Seventh Centuries, seven hundred 
years after Celsus, nearly twelve hundred years 
after Hippocrates, and almost two thousand years 
after Aesculapius; therefore, his works represent 
the knowledge of medicine attained during the 
progress of two thousand years. He assembled 
the matured observations of Dioscorides Phakas 
(Century I, B. C.); Aretaena (Century I, A. 
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D.); Scribonius Largus (Century I, A. D.); 
Galen (Century II, A. D.); Oribasius (Century 
IV, A. D.); Aetius (Century V, A. D.). It 
seems that he was not familiar with the works 
of Celsus and his descriptions of dermal path- 
ology are not as good as those of Celsus, but 
more full in materia medica and treatment. 
Some of his teachings are practiced today. Dis- 
eases of the skin are treated of in the first, third, 
fourth and sixth books of the seven he wrote. 
In the first, he deals with the disorders incidental 
to periods of life, touches briefly the eruptions 
of childhood, pruritus in children, excoriations 
of the thighs, watery discharges of the ears, etc. 
In the third book he discusses the affections of 
the hair, and says: 

“As some plants die from dryness for want of sap 
and some from the sap being unsuitable for them, so it 
happens, in like manner, with the hairs; for baldness is 
occasioned by want of the natural juices, and alopecia 
and ophiasis by the badness of them. These complaints 
differ only in figure; for in the latter, the affected part 
has the appearance of a serpent; and alopecia derives its 
appelation from the circumstances of foxes being fre- 
quently subject to the affection.” 

He then describes the treatment of alopecia. 
Galen recommended purging, shaving, and the 
use of local stimulants. Dioscorides used tar 
and tar-water. Pliny used bull’s gall with soda, 
and also bear’s grease; others used preparations 
of arsenic; and the Arabians appear to have 
been the first to introduce cantharides, and plen- 
tiful washing with soda, the representative of 
modern soap. 

Pityriasis (from “pituron”—bran) is described 
and Wilson says that it is the same as “porrigo” 
of the Latins. 

Paulus speaks of “psydrakia,” “exanthemata,” 
“thick” and “red” ulcers, and “fici” with pro- 
voking brevity. He describes “Achores” as 
pustules, occupying a hair follicle, and “favus” 
as the same as “kerion.”” Adams says, in con- 
nection with this: “No modern writer has de- 
scribed kerion more accurately than Celsus,” but 
Paulus devoted more attention to treatment. 

In his discussions on “elephantiasis” (leprosy) 
he quotes Aretaeus, the Cappadocian, who had 
given the most accurate description of leprosy 
of the ancients, saying: 

“Aretaeus said the power of remedies ought to be 
greater than those of disease; and that for this reason 
elephantiasis is incurable, because it is impossible to 
fintl a medicine more powerful than it.” 

“Lepra” and “Psora” were briefly mentioned 
saying that both of these affections consist of 
an asperity of the skin with pruritus or wasting 
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of the body. The descriptive ability of Paulus 
being so poor, the terms are interpreted with 
difficulty, but Wilson believes that they stand 
for eczema, lepra meaning rough and scaly and 
psora implying itchiness. “Alphos” is the Greek 
term for what we call psoriasis at present. But 
Willan and Bateman applied the name lepra to 
alphos or what we today call psoriasis, calling it 
lepra vulgaris. They designated squamous 
eczema as “psoriasis,” but had not clearly sep- 
arated it from ‘“‘alphos.”” There seemed to have 
been some doubt as to the nomenclature. Hebra 
protested against the application of the word 
lepra vulgaris to “alphos,” and he designated 
“alphos” by the term psoriasis. The Greeks 
certainly understood alphos to be psoriasis, as 
we accept it today. Wilson says: 

“At this moment (1868) that which would be called 
lepra in London would be termed psoriasis in Vienna, 
and that which is termed psoriasis in London is called 
eczema squamosus in Vienna.” 

Paulus mentions “leichen,” “pruritus vel 
prurigo;” “leuke” is the term for morphea; 
“alphos et melas” is psoriasis; “exanthemata;” 
“epinyktis;” “phlyctenae sen bullae” (Celsus 
does not mention “bullae”); “herpes,” “erysi- 
pelas,” and in the treatment of erysipelas he 
directs cooling local applications. He also refers 
to bullae and erysipelas. The Arabians, Alsa- 
haravius and Rhases, refer to bullae in this dis- 
ease. “Phyma et phygethlon” are named and 
he says: “According to Galen, ‘phyma,’ ‘bubo’ 
and ‘phygethlon’ are affections of the glands.” 
“Phyma,” according to Celsus was a cutaneous 
abscess. ‘“Phygethlon” meant a suppurating 
gland, which was called “panus” by the Romans, 
because it resembled a certain loaf of bread. 

“Terminthus” is a small carbuncle, with a 
core like a pine cone or burr. “Carbuncle sen 
anthrax,” “struma,” “atheroma et melikeris” are 
described. “Pterygia” is an ingrown nail with 
excrescence, and for the treatment he directs 
arsenic and manna, equal parts. This is the 
forerunner of Plunkett’s paste and Marsden’s 
paste. “Clavus” is described with its treatment 
by the cautery, excision or rubbing it down with 
pumice. “Myrmekia” are warts of the palm and 
sole, and “achrochordon” are the filliform warts 
and he advises the removal with the cold 
cautery. 


Pliny and Others.—Pliny (A. D. 23-79) men- 
tions herpes zoster, which had been described by 
Scribonius Largus as “zona.”’ He also described 
“mentagra,” an eruption of the chin and face, 
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contagious, spread by kissing, and found among 
the wealthier classes. 


Caelius Aurelius, of the ancients, wrote of 
“phtheiriasis” and “elephantiasis”, and Aretaeus, 
the Cappodocian, (30-90 A. D.) gave the best 
description of true leprosy. 


EARLIEST BOOKS ON DERMATOLOGY 


Hieronymus Mercurialia of Venice prepared 
the first treatise on dermatology in 1572, en- 
titled “De Morbis Cutaneis et de Omnibus Cor- 
poris Excrementis,” which was a compilation of 
the ancient writers. 

Daniel Turner, of England, in 1712, was the 
next to produce a book on skin diseases, “A 
Treatise on Diseases Incident to the Skin,” an- 
other compilation. He introduced Turner’s 
cerate. . 

In 1776 Joseph von Plenck, of Vienna, in his 
“Doctrina de Morbis Cutaneis” presents for 
the first time in dermatology a complete classifi- 
cation of diseases of the skin, embracing four- 
teen classes, with one hundred and twenty va- 
rieties, only omitting a place for the glandular 
apparatus of. the skin. 

John Hunter, in 1786, differentiated chancre 
from chancroid, but failed to differentiate syphilis 
and gonorrhea, which erroneous notion was over- 
thrown in 1838 by Ricord, of Paris, born in 
Baltimore, Maryland. Neither Hunter nor 
Ricord believed that the secondary lesions of 
syphilis were contagious, but Wallace, of Dublin, 
stated from clinical observations that they were 
contagious and later demonstrated it by actual 
inoculation of a number of patients. Waller, of 
Prague, did the same thing, and finally Ricord 
agreed with them. 


Lorrey, of France (a contemporary of Hun- 
ter), in 1777, in his work “Tractatus de Morbis 
Cutaneis,” gave good descriptions of clinical 
phenomena and discussed cutaneous pathology 
in the light of the knowledge of his time. 

Thus were produced three books on dermat- 
ology during the.Eighteenth Century. Notwith- 
standing the meritorious efforts of these three 
writers, darkness still lay upon the face of this 
branch of medicine until the day of Willan, and 
it may be stated with perfect truth that up to 
the beginning of the Nineteenth Century very 
little advancement had been made, according to 
Willan, since the time of Avicenna, of Bagdad, 
who attempted to codify all medical knowledge 
of his time, and to square it with the systems of 
Galen and Aristotle, and it is to the Arabians 
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that the thanks of the world are due for the 
preservation and perpetuation of the teachings 
of Aristotle. 


Willan.—From these small beginnings we turn 
to the great works of Willan, probably the most 
profound classical scholar in all dermatological 
literature. Like Shakespeare in letters, Willan 
stands a beacon in dermatology. It is stated 
that: 

He possessed almost every intellectual attainment that 
can be comprised within the finite compass of the hu- 
man mind.” 

He was a master of Greek, and wrote in a 
neat Latin style. This is the type of man to 
turn chaos into order by giving a real and true 
interpretation to diseases of the skin, with a 
classjfication sound enough to stand the test for 
many years. Hebra more than fifty years after- 
wards considered his work wonderful, but others 
cast at Willan some poisonous shafts which 
were seized and hurled back with striking aim 
by another scholarly dermatologist, Erasmus 
Wilson. Upon one occasion an attempt by Sir 
McCall Anderson, of Glasgow, to belittle the 
great work of Willan called forth from Erasmus 
Wilson (Willan’s everready defender) the fol- 
lowing lines: 

“To attempt the praise of Willan would be but an 
effort; to guard a title that was rich before, to guild 
refined gold, to paint the lily, to throw a perfume on 
the violet.” 

Robert Willan (1757-1812) was the son of a 
physician, born at Hill, near Sedburgh, York- 
shire, a Quaker and a graduate of Edinburgh. 
He did general practice at Darlington, in the 
north of England, for a while, and being urged 
by Dr. Fothergill, he went to London and was 
appointed to the skin service of the Public Dis- 
pensary in Drury Lane, where he established a 
clinic and instructed his followers. Willan studied 
long and carefully. His recognition came at 
once, for the Medical Society of London con- 
ferred upon him in 1790 the Fothergillian gold 
medal for the excellency of his work in classify- 
ing the diseases of the skin. About this same 
time, Baron Alibert, in Paris, was laying the 
foundation for French dermatology at the St. 
Louis Hospital, which had been recently as- 
signed to the care of the diseases of the skin 
alone. 

Willan’s classical learning enabled him to re- 
view the work of the ancients, the Greeks and 
Romans, and that of the Arabian physicians with 
ease, and having done this he set about to for- 


mulate his classification and write his book. 
Rayer says: 


“The great characteristics of Willan’s writings are the 
impress they bear of the scientific spirit that guided 
him in his researches; the great precision and the purity 
of his description; the particular pains he took to select 
well, and to use judiciously his technical expressions; 
lastly, the sound judgment he displayed in his inter- 
pretation of the ancients.” 


In 1869, Erasmus Wilson reprinted in the 
Journal of Cutaneous Medicine the entire intro- 
duction of Willan’s book of 1798, saying: 


“We are desirous, moreover, that our pages should 
not close without the possession of one of the brightest 
armaments of dermatological literature, and we our- 
selves can never grow tired in the expression of our ad- 
miration for the genius, the learning and the refined 
and elegant taste of that exalted man, one of the most 
distinguished of the fathers of mgdern dermatology, and 
the one to whom dermatelogy owes the deepest grati- 
tude for the sound and practical wisdom conveyed by 
his writings. . . . This introduction cannot be read by 
the student of dermatology without awakening in his 
mind a sentiment of pride that such a man was one of 
the pioneers of our very important branch of medical 
science without creating an additional interest in the 
subject and without inspiring the holy desire to be per- 
mitted to “go and do likewise.” 


Willan says in the introduction of his book: 


“No apology seems requisite for offering to the public 
a new account of cutaneous diseases, as it is generally 
acknowledged that the arrangement, description and 
treatment of them constitute a branch of medicine which 
has never been sufficiently cultivated. Indeed, little im- 
provement has been made in the subject at large since 
the time of Avicenna. Later authors, who profess to 
treat of it expressly, do not always furnish materials 
from their own observations and experience. Their 
principal object has been to reconcile the descriptions 
of cutaneous complaints given by the Greek and Arabian 
physicians with each other, and also with forms of 
them observed in this and neighboring countries.” 


He then reviews for his readers in classical 
taste the material on dermatology from the 
Greeks, Romans and the Arabians. He says: 


“The Greek writers afford a tolerably distinct account 
of phlegmone, erysipelas, herpes, and their varieties, as 
also of several local tumors under the names of 
‘phyma,’ ‘anthrax,’ ‘phygetlon,’ ‘dothien,’ ‘epinyctus,’ 
‘terminthus,’ ‘ianthus,’ etc. Of the formidable disease 
‘elephantiasis’ (leprosy), they have given minute and 
elaborate descriptions. Some more strictly cutaneous 
affections, they denote by the terms ‘cnesmos,’ ‘leichenes,’ 
‘psora’ and ‘lepra,’ which, though dissimilar in their 
form and progress, are arranged under the same genus 
from a theoretical notion respecting their causes. 
like manner, the ‘alphos,’ ‘leuke’ and ‘melas’ are de- 
scribed as having a close affinity with each other, whilst 
they really differ in their principal characteristics.” 


The Greeks have been most particular in de- 
scribing external affections of the head, but mis- 
lead us by applying new names to the same 
disease in different situations and at different 
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stages of its progress. This will appear by com- 
paring their accounts of “pityriasis,” “keria,” 
“achores,” “meliceris,” “melitagra;” ‘exanthe- 
mata,” “helcydria” and “psydracia capitis;” 
“sycose” and “lichenose tubercles of the chin;” 
“madarosis,” “milphosis,” “ptilosis,” “alopecia” 
and “ophasis.” Of the diseases of the eyes, 
teeth and gums, also of “apthae” and other af- 
fections of the tongue; of “polypi,” ‘“ozena,” 
etc., their descriptions are minutely accurate. 
Several external blemishes, not ranking as dis- 
eases, are also mentioned by them as “ephelides,” 
“phaci,” “chalazia,” “thymia,” “peliomata,” 
“celides,” ‘“rhagades,” “tyli,” ‘“myrmeciae,” 
“acrochordones,” etc. 

Many deficiencies are to be noted in these 
authors. Firstly, they do not sufficiently de- 
scribe pustular diseases, which are the most nu- 
merous and most important of cutaneous com- 
plaints, nor do they always distinguish pustules 
from papules and exanthemata. Secondly, they 
give us no regular history of proper exanthemat- 
ous diseases, or rashes, but are satisfied with a 
loose comparison of their appearances to the 
effects produced upon the skin by nettles and 
other stinging plants, or by the bites of fleas, 
gnats, bugs, etc., applying several terms to de- 
note them as exanthismata, blastemata, eczes- 
mata, etc., but without any distinctive charac- 
ters. Their only material observations are that 
some forms of the exanthemata are permanent, 
while others appear and disappear irregularly; 
and further, that those of a purple or blood 
color are highly dangerous. Thirdly, they some- 
times employ the same term to express different 
diseases. This is particularly observable in the 
use of “psora,” which they apply to a disease 
whose characteristic appearance is a distribution 
of scales in various figures; to a pustular com- 
plaint, terminating in extensive superficial ulcer- 
ations; and also to a disease of the eyelids. 
Fourthly, in “chaerades,” or “struma,” their ac- 
count is very slight and partial. 


Celsus, Pliny, Marcellus and other Roman au- 
thors have copied the Greek accounts of cutan- 
eous diseases, changing some of their terms with- 
out materially improving the subject. 

Under “impetigo,” as a generic title, Celsus 
seems to comprehend the ulcerated sore, the 
scaly sore, and perhaps the lepra of the Greeks, 
along with some other dissimilar affections. He 
constitutes a genus, “vitilligo,” including the 
“alphos,” “leuke” and “melas;” under the title 
of “papular” and “‘ignis sacer,” he has described 
the “leichenes” and “herpes” of the Greek writ- 
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ers; and he includes their “alopecia” and 
“ophiasis” under the general term “‘area.” Celsus, 
however, is the first who has given particular ac- 
count of scabes (eczema), a disease mentioned 
indeed by the Greeks, but nowhere described by 
them. 

The Arabian physicians are on the whole more 
distinct in their account of cutaneous diseases 
than the Greeks or the Latins; but their names 
have been obscured by erroneous translation. 
They accurately describe external affections of 
the head, distinguishing them into “alraba” 
(crusta lactea), “alavirati” (pityriasis), ‘“alsa- 
hara” or the dry “sahafati” (porrigo), and “re- 
frengi,’ the moist or ulcerated “sahafati” 
(kerion) of infants. They distinguish the miliary 
rash under the title of ‘““Hasef’”’ and are the first 
authors (Rhazes, 860-932) who have accurately 
described the measles (alhasba). Among the 
pustular diseases they also have given the first 
account of smallpox (algidri). Willan continues 
to compare terms of the Arabians and the 
ancients and says: “Of the scrofula they have 
given a more accurate account than the Greek 
writers; and they mention the swelling of the 
throat which arises from an enlargement of the 
thyroid gland under the terms ‘botium’.” In 
this discussion, which is too extensive to re- 
produce in full, Willan includes nearly all of the 
known Arabian terms for skin diseases. 


Avicenna (980-1036) first describes the 
guinea-worm. Avenzoar, of Cordova (died 
1162) described the itch-mite, and should be 
accounted the first parasitologist after Alex- 
ander, of Tralles, who did original work on in- 
testinal parasites. 

He concludes by saying: 

“From what has been said, the desidrata, in regard to 
cutaneous diseases, may be stated as follows: 

“(1) To fix the-sense of terms employed by proper 
definitions. 

“(2) To constitute general divisions or orders of the 
diseases from leading and peculiar circumstances in their 
appearance; to arrange them into distinct genera; and 
to describe at large their specific forms or varieties. 

“(3) To classify and give names to such as have not 
been hitherto sufficiently distinguished. 

(4) To specify the mode of treatment of each dis- 
ease.” 

It is to be regretted that the birth of modern 
pathology came after Willan, although Morgagni 
and Baillie had published their works on morbid 
anatomy. His treatise “On Cutaneous Diseases” 
was the result of this literary research work and 
his practical observations. His atlas was an in- 
novation. Alibert in Paris was also painting 
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diseases of the skin at this time. Willan did not 
complete his text, preparing only volumes one to 
four, which were translated into German, but 
his intended work was finished by Thomas Bate- 
man in “Practical Synopsis of Cutaneous Dis- 
eases According to the Arrangement of Dr. Wil- 
lan.” With his wonderful and masterful grasp 
of the situation from the time of the Greeks to 
his own time, Willan laid the foundation for the 
study and practice of cutaneous medicine unlike 
any that had ever existed, and besides this he 
extricated entities from the heterogenous group 
of diseases. me 

“Psoriasis,” calling it “alphos” or “lepravul- 
garis,” was identified and described, he divided 
the purpuras into simplex and hemorrhagic, he 
cleared up the nature of eczema for his time, 
and identified lupus; he distinguished tinea 
versicolor, and gave original descriptions of 
prurigo (mitis), ichthyosis and pityriasis. Who 
has ever done so much? Malcolm Morris says: 

“Willan may have taken the ground work for his 
classification from Plenck, as both grouped the diseases 
according to the predominant lesion, but Willan re- 
duced the fourteen orders of Plenck to seven, papulae, 
scales, rashes, vesicles, pustules, tubercles, and maculae, 
later adding bullae. But Willan’s classification, defec- 
tive as it was, introduced a definite principle of arrange- 
ment into a region of pathology where before all was 
disorder, and he must be given the credit of having 
greatly improved the instruction which he received and 
for having presented it to the medical world in such a 
manner as to impress it upon the minds of the profes- 
sion. It is not Willan’s classification that constitutes 
his title to the great honor, but his judicious selection 
and accurate definition of terms; his astonishing faith- 
ful word pictures of the appearance of disease drawn 
directly from nature, and made more vivid by the 
colored engravings with which he supplemented his 
descriptions, and his rational methods of treatment, all 
his own. It was his teaching that transformed a con- 
fused jumble into a science, rudimentary indeed, but 
grounded on a solid foundation of observed facts. 
Therefore, Willan’s work is rightly looked upon as the 
true starting point in the history of dermatology.” 

Bateman.—London unfortunately lost four of 
her distinguished dermatologists at early ages, 
Willan, at 55; Thomas Bateman and Tilbury 
Fox, at 43, and Hillier, at 37. These four in 
native ability and training had few equals in the 
world. Hillier, whose death was due to over- 
work, was succeeded at University College by 
Tilbury Fox. 

The great and learned Willan was unable to 
complete his work as outlined, and his mantle 
fell upon. the shoulders of his student and dis- 
tinguished companion and investigator, Thomas 
Bateman. Born in 1778, a graduate of Edin- 
burgh in 1801, he died at 43 after an illness 
associated with partial blindness. He, like Wil- 
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lan, was not merely an expositor, and had he not 
been cut off prematurely, doubtless he would 
have added much more to the knowledge of 
dermatology. In so short a time he accomplished 
much. He completed Willan’s “Delineation of 
Cutaneous Diseases,” and later published a 
“Practical Synopsis of Cutaneous Diseases,” 
which ran through several English editions dur- 
ing his life, one French translation, three Ger- 
man translations, one Swedish, and an American 
edition. The seventh edition was edited by 
Anthony Todd Thompson, of the University 
College Hospital, where he was the first of what 
may be called a dermatological succession which 
came in turn Thompson, Parkes, Hillier, Tilbury 
Fox and Sir Radcliff Crocker. 

Bateman gave to dermatology “moluscum 
contagiosum,” and said it was contagious at that 
time (1817). Hebra and Kaposi taught that 
it was not contagious, saying that “moluscum 
contagiosum is so called because it is not con- 
tagious.” Bateman also gave to dermatology 
alopecia areata, lichen urticatus, herpes iris, and 
purpura senilis. 


French.—Contemporaneously with the work 
of Willan in London, an independent school of 
dermatology was being founded in Paris by 
Baron Jean Alibert (1766-1837) at the St. Louis 
Hospital. In 1808 Alibert published his “De- 
scription des Maladies de la Pean Observees a 
l’Hospital Saint Louis,” and two years later, 
“Traite Theorique et Pratique des Maladies de 
la Pean,” which was translated into Italian and 
German. His illustrations were valuable, but, 
unlike Willan, his descriptions and terms added 
darkness to the whole subject. Alibert drew a 
very fanciful illustration in the form of a tree 
which he called l’arbre des dermatoses to rep- 
resent his imaginary classification of skin dis- 
eases. Alibert added two diseases to the list, 
mycosis fungoides and keloid. He was interested 
in therapeutics, especially in sulphur, and he in- 
vestigated the pustule of smallpox. 

Willan had his Bateman, and Alibert his Biett, 
who succeeded Alibert, and who is regarded as 
the real founder of the St. Louis School. Biett, 
not finding Alibert’s classification acceptable in 
his work, adopted Willan’s and enlarged it. 
Biett was born 1781, studied under Alibert and 
under Willan and Bateman. He taught at the 
St. Louis for many years, was especially inter- 
ested in lupus, and began the treatment of skin 
diseases with arsenic. The Hindoos had already 
used arsenic. He first described lupus erythe- 
matoides, but a later description by Cazenave 
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has stood the test of time, Cazenave naming it 
lupus erythematosus, though Hebra and Kaposi 
made strong efforts to have it named seborrhea 
congestiva. The only records of his observa- 
tions and experiences are found in a treatise by 
Cazenave and Schendel, “Abrege Pratique des 
Maladies de la Pean,” which was translated into 
English in 1828, and it became the leading text 
in America, being considered superior to Bate- 
man or Plumbe. Thus about this time Biett’s 
teachings had a broader influence than those of 
Alibert, and even more than the English in 
America, Paris being the center of attraction for 
Americans at that time. 

In 1831 Dr. H. D. Bulkley, of New York, 
father of Dr. Duncan Bulkley, studied in Paris 
under Alibert, Biett and Gibert. Upon his re- 
turn home, he established in 1837 the Broome 
Street infirmary for Diseases of the Skin, the 
first public institution of its kind in this coun- 
try, and there he delivered the first lecture upon 
this subject in New York City. 

Rayer (1793-1867) followed Biett and made 
great advances. He was a profound worker in 
pathology, natural history, therapeutics, epi- 
demiology, and diseases of the kidneys, as well 
as a student of diseases of the skin. His excep- 
tional ability led him to sketch out an original 
classification in 1831, based on morbid anatomy, 
antedating Hebra’s by many years. Rayer’s 
works were translated into English and German 
with several editions. He had a great influence 
over Erasmus Wilson. He made a study of 
glanders and farcy in horses, described accurately 
cheilitis exfolitiva, and reported the first case of 
adenoma sebaceum. 


On the death of Rayer in 1867, Wilson says: 


“One of the most distinguished dermatologists of the 
age has departed from amongst us; Rayer is no more. 
Full of years and of honors, this learned and eminent 
man has passed away, leaving behind riches, distinc- 
tion, loving remembrances, and the lasting respect and 
admiration of all who were acquainted with himself, 
with his labors, or with his writings.” 

Rayer was resident hospital dresser under 
Dupuytren in 1814. In 1823 he was appointed 
to the Hospital St. Antoine, and a few years later 
migrated to La Charite, where he wrote his ad- 
mirable work which was published with an ex- 
cellent atlas. He held many high positions; was 
physician to Napoleon III, and left a fortune of 
£400,000. 

P. L. Alphee Cazenave was born in Paris in 
1795 and died in 1877. He was early interested 
in dermatology and prepared his thesis on that 
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subject. He was a student of Biett, who was a 
student of Willan and Bateman, and when 
Cazenave prepared his text he followed Willan’s 
classification and description, but applied Biett’s 
treatment and his book was published in transla- 
tions in Germany, England and America. He 
gave to the list pemphigus foliacus. 

M. G. Alphonse Devergie was born in France 
in 1798 and died in 1879. In 1857 he published 
his book, “Traite Pratique des Maladies de la 
Pean,” which opened the field of etiology in 
dermatology which he discussed as climatic, 
hereditary, temperamental, according to age and 
skin constitution. He was a co-describer with 
Baerensprung of eczema marginatum. Pityriasis 
rubra pilaris he added to the list and brought 
forth warm discussions. He founded the great 
museum of dermatology at the St. Louis Hos- 
pital, the most famous in the world, 


Antoine Pierre Ernst Bazin was born in 
France in 1807 and died in 1878. He was the 
son of a physician of a family of physicians. 
He studied in Paris and was a gold medalist in 
1832. He became attached to St. Louis and be- 
gan his studies on ringworm, describing the ani- 
mal-to-man transference of ringworm. He also 
investigated scabes and its treatment in 1851 
and gave the first clear account of mycosis 
fungoides in 1862. He described acne varioli- 
formis in 1851. It is said that Bazin was the 
first to describe acne keloid and hydroa vaccini- 
forme, which later became Hutchinson’s summer 
eruption. The disease by which Bazin is best 
known is erythema induratum. Bazin rectified 
and placed in order the field of parasitology in 
dermatology and made a new classification and, 
as is easily observed, had a marked influence on 
French teaching. 


Reverting again to the St. Louis Hospital, 
Lailler in 1868 in his opening clinical conversa- 
tion refers touchingly to his confreres and those 
gone before and retired. He says: ‘“Gibert 
resigned his appointment in 1863 and was suc- 
ceeded by himself, and at the close of 1866 was 
carried off by cholera. Devergie has submitted 
to the necessity for retirement, but with a mind 
still active he continues to devote his thoughts 
to the interests of Saint Louis and has lately 


‘proved his good will to the institution by a 


Museum of Diseases of the Skin. Cazenave also, 
after long and brilliant services, has sought re- 
pose in retirement.” 

Bazin and Hardy, together with Lailler, filled 
the vacant places. The latter, speaking for him- 
self, abjures the theory which he finds to have 
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taken possession of St. Louis, and proposes to 
devote himself to facts founded on clinical ob- 
servations. The absurdity of the situation is 
shown by one paragraph from his conversation: 
“In the face of such diversity of opinion, reserve 
becomes a duty, and the more so, when we have 
occasion, and that not seldom, to see the same 
patient submitted to simultaneous examination 
of several of our most eminent physicians, pro- 
nounced to be a victim of a scrofulide by one, 
of dartre by another, of an arthride by a third, 
and he may esteem himself a fortunate man if 
a fourth does not declare his malady to be a 
syphilide, or perchance a parasitic affection.” 

From this bit of ridicule and the remark on 
treatment, it is seen that the French held at this 
time some peculiar notions. To them skin dis- 
eases were, for the most part, the expression of 
some constitutional dyscrasia, which at best was 
an unnecessary hypothesis, and was sometimes 
a myth, as in the case of the so-called “dartrous,” 
“psoric,” and “herpetic” diathesis. It may be 
said that French dermatology was the last ditch 
in which these medieval notions of humoral 
pathology still fought for existence. The French 
treatment consisted largely of internal medica- 
tion with extremely mild external, although 
Bazin and Hardy believed that eczema was 
contagious. ‘The English and Vienna schools 
differed widely from these theories, the English 
being nearer the truth than the Viennese, 
the English having faith in both internal and ex- 
ternal, according to the disease; while the 
Viennese pinned their faith almost entirely to 
external treatment. A reaction in the French 
school, as referred to by Lailler, set it aright, 
and through the labors of Hardy, Vidal, Besnier, 
Brocq and Hallopeau, the yoke of the diatheses 
was shaken off and the school placed in the 
front rank of scientific dermatology, a position it 
will continue to hold through the influence of 
Gaucher, Darier, Thibierge and Wickham. 

Sir Erasmus Wilson, Kt., F.R.S., F.R.CS., 
was born in England in 1809 and died at the 
age of 75, almost totally blind, wealthy and 
loaded with honors. He was a son of a naval 
surgeon and was educated at Aberdeen and Lon- 
don. He was appointed demonstrator of 
anatomy at University College, London, under 
Quain, but later severed his connection there to 
establish the Sydenham College of Anatomy. 
Failing in this effort, he took up the general prac- 
tice of medicine, taught special students and 
struggled on for several years. Later he re- 
ceived hospital appointments and became sub- 


editor of the Lancet in 1840, just at the time 
Hebra was beginning his work in Vienna. 

In his general practice, he observed among 
the poor such horrible cases of scrofula, anemia 
and blood poisoning that he was influenced to 
take up dermatology as a specialty in which he 
soon established a reputation. He was an able 
dietitian, and it is said that he cured the rich 
by ordering them to give up their luxuries, and 
the poor by prescribing proper nourishment 
which was often provided out of his own pocket. 
Early in his work he visited the East to study 
leprosy. His holidays were spent in Switzerland 
to see goitre, and he roamed over Italy to ob- 
serve ringworm and cutaneous disorders of an 
ill-fed peasantry. At this time it is unques- 
tioned that Erasmus Wilson knew more about 
skin disease than any one individual and was 
considered to be the chief representative of Brit- 
ish dermatology during his lifetime. Professional 
honors were lavished upon him in reward for 
his labors. He was made Fellow of the Royal 
College of Surgeons in 1843, member of the 
Council in 1870, and president in 1881. In 1869 
at his own expense (£5000) he founded the 
chair and museum of dermatology furnished with 
Baretta models in the Royal College of Surgeons 
and was made the first professor, holding the 
position until 1877. He also founded the chair 
of pathology in the University of Aberdeen. 
The Council of the Royal College of Surgeons 
awarded him the honorary gold medal of the 
college, having presented their medal only six 
times since its foundation in 1800. 

He was the author of several books, some on 
anatomy and three on diseases of the skin, and 
was an indefatigable writer for the Journal of 
Cutaneous Medicine, of which he was editor and 
founder in 1867, the second journal in the world 
to be devoted entirely to this subject. His facile 
and classical pen made it a great success. He 
did more than any one of his time to popularize 
the study and practice of dermatology. In 1851 
he made a new classification, grouping the affec- 
tions according to the structure in which the 
morbid process originated into four primary divi- 
sions. He prepared “The Student’s Book on 
Diseases of the Skin;” “A Healthy Skin;” “Re- 
port on Leprosy;” an article on skin in Cooper’s 
Surgical Dictionary, and many articles for jour- 
nals of medicine and science. We owe to Wil- 
son the habit of the daily bath, and he did much 
to establish the Turkish bath in England. He 
was ever seeking the truth and combating error 
and endeavoring to clarify the situation in 

















Vol. XX No. 5 


dermatology with reference to nomenclature, 
classification and pathology, and he handled 
Hebra oftentimes without gloves. His book on 
diseases of the skin, published in 1842, was the 
standard in England for many years, being based 
upon an anatomical classification. There were 
several French translations of this book. The 
new diseases described by Wilson were lichen 
planus in 1869, and dermatitis exfolitiva, and 
he was the first to describe erythema nodosum 
in 1857. He also first described trichodasis in 
1849, which afterwards was named trichorrhexis 
nodosa by Hodara. He used bichlorid of mercury 
in the local treatment of lichen planus, and in 
1854 he introduced benzoat ungentum of zinc 
oxid, which was adopted by the British Phar- 
macopoea in 1867. He never accepted the 
parasitic origin of ringworm in general, but he 
did accept the fungus as the cause of eczema 
marginatum, which was denied so bitterly by 
Hebra. Wilson described in 1868 the clinical 
sign, the punctate bleeding, in psoriasis, a fact 
later accredited to Auspitz, 

He was recognized as a brilliant and versatile 
leader among the professors of London. He was 
knighted in 1881. A fine marble bust stands in 
the library of the Royal College of Surgeons and 
a painting, in his college gown, as a lecturer 
hangs in the rooms of the Medical Society of 
London. 

His practice was largely private. From his 
practice and by skillful investment he amassed a 
large fortune, his estate being valued at £264.,- 
000. He left large sums to many institutions: 
£30,000 to the Sea Bathing Infirmary at Mar- 
gate in 1881, but the bulk of his fortune (£200,- 
000) went to the Royal College of Surgeons. In 
1878 he did a most unusual thing for an in- 
dividual at that time. Egypt had presented to 
the English government one of the obelisks then 
lying in the sand at Alexandria and, many futile 
efforts having been made to have England to 
move the gift, Erasmus Wilson thought the sit- 
uation derogatory to the national dignity, so he 
decided to have the monument brought to Eng- 
land. This he did at a cost of £10,000, for 
which he received the thanks of the nation, and 
today you may see Cleopatra’s Needle standing 
onthe Thames embankment. 

A specimen of Wilson’s composition is found 
in an editorial in Cutaneous Medicine on the ap- 
pointment of Tilbury Fox as Dermatologist to 
Charing Cross Hospital: 


“One reproach of the medical profession is gradually 
passing away; dermatology, the noblest branch of medi- 
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cine, is at last recognized. Departments, or as the 
French have it, ‘cliniques,’ of diseases of the skin are 
established in nearly all of the London hospitals. . . 
The most recent appointment of which we have heard 
is that of Tilbury Fox to the Charing Cross Hospital. 
. . . As a dermatologist, he has the right to claim a 
noble descent from Aesculapius and Hippocrates; these 
are the shrines at which he must perform the office of 
officiating priest; and he will remember that the time 
has not been long passed away since the gentle offices 
of the amiable and learned, Willan were devoted to 
similar duties. Germany has had her Plenck and Frank; 
France, her Alibert and Rayer; but Britian has not 
been wanting in her great, Willan.” 

Hebra.——Up to 1840 eastern Europe had de- 
pended upon translations of the French and Eng- 
lish texts of dermatology, only one book of any 
consequence having been published in Germany 
by Fuchs in 1840. Austria, since the Napoleonic 
wars, led the Germanic peoples up to the time 
of 1866 when she was crushed by Prussia. Dur- 
ing this period of leadership, a great school had 
begun to develop at Vienna, known as the New 
Vienna School. The group of men found there 
at that time embraced some of the greatest 
teachers and investigators of the period, also 
possessed of some bigotry. Here we find Ferdi- 
nand von Hebra (1816-1880), a Moravian Jew 
and a graduate of the University of Vienna in 
1840. He began his medical work in 1841 as an 
assistant to Skoda, who put him in charge of 
the Skin Clinic. In this atmosphere of learned 
and active men, with access to unlimited clinical 
material, encouraged and advised by Rokitansky 
and Skoda, with the learning of the French and 
English in his possession, and with the advances 
in pathology in Germany and Vienna, it would 
have been extremely disappointing if Hebra had 
not made marked substantial progress in un- 
raveling the difficulties in cutaneous diseases. 
Time had wrought an opportunity for advance- 
ment in the study and understanding of der- 
matology. Pathology had made . wonderful 
strides through Birchow and Rokitansky. A 
change upward must be made. So at the sug- 
gestion of Rokitansky, a classification of skin 
diseases was made by Hebra based upon path- 
ological anatomy, a classification somewhat sim- 
ilar to the one made by Rayer at the St. Louis 
many years before. Like Willan, Hebra dealt 
first with classification, which has become a 
huge dermatologic joke. Lailler states that in a 
thesis prepared at Strassburg, the author dis- 
cussed forty-two classifications, and Erasmus 
Wilson in a lecture (1868) discussed all of the 
classifications that had been made up to that 
time with the conclusion that none were correct. 
To practical dermatology, classification means 
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but little. In Hebra’s time, the classification 
which he gave was based upon theory, however 
incomplete and incorrect it might have been, 
and probably this was his greatest accomplish- 
ment, although it came through the natural and 
regular course of events in the development of 
pathology and medicine. It could not have 
been avoided or otherwise. 

Hebra’s associates in Vienna were regarded as 
extreme therapeutic nihilists, and he naturally 
absorbed the same doctrine, and even feigned 
treatment in many cases to demonstrate to his 
own satisfaction that they could get well of 
themselves. The majority of the members of 
this school were of the opinion that medical 
wisdom originated with themselves, and for that 
belief, in my opinion, they failed to heed the 
past, contrary to the admonition of Hippocrates. 
Virchow exposed the errors of Rokitansky so 
harshly that Rokitansky never even looked at 
his own thesis again. Isadore Neumann failed 


utterly to credit the work of Robinson, of New 


York, on psoriasis. Bateman stated that molus- 
cum contagiosus, when he described it in 1817, 
was contagious. Hebra and Kaposi continued 
to teach that it was not contagious, but in 1877 
it was proved by inoculation to be contagious 
by Vidal. Contrary to all that had been taught 
before this time, Hebra broadly stated that 
nearly all diseases of the skin were due to ex- 
ternal causes, even eczema itself, and that they 
needed only external treatment. Later, how- 
ever, being convinced that he was wrong, he 
changed his views probably on account of his 
trip through France and England in 1872. Like 
Paracelsus in 1527, who publicly burned the 
books of Galen and Avicenna, these men might 
as well have burnt the books of the French and 
English. We are now dealing with an unusual 
group of men, unlike the groups of Dublin, 
Edinburgh, London and Paris. Bitter contro- 
versies were almost unknown in dermatological 
literature until the time of Hebra, but these dis- 
cussions and contentions made the school better 
known and may have cleared up some doubtful 
points. When Hebra, as a commentator, shot 
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shafts at Willan, Erasmus Wilson came to his 
rescue, and when Hebra encroached upon the 
French claiming things which had already been 
described and established, Brocq came to the 
defense. 

Notwithstanding all of the controversies and 
bitter discussions, Hebra was a great clinical 
teacher, and his classification is sound, but must 
be truly regarded as a natural result of the de- 
velopment of pathology. When we sift his in- 
dividual work to the bottom, we find that he 
segregated only four diseases, one common 
(erythema multiforme) and three very rare ones 
(impetigo herpetiformis, rhinoscleroma, and 
lichen scrofulosorum). Wilson said that the last 
was an utter stranger to England, and probably 
Great Britain. 

Milton, of London, described eczema in 1861 
as it is understood today, but Hebra gets credit 
for it, because his teachings were more widely 
published to the world through his students. 
Similarly Bannister, of Chicago, first described 
angioneurotic edema, but Quinck, of Kiel, re- 
ceives credit for it. Hebra studied eczema 
marginatum after Baerensprung had already 
studied it and, after the parasitic cause had been 
demonstrated by Kobner, of Breslau, and Pick, 
of Prague, in 1864, he would not accept the 
truth, even in 1878. The teaching of Hebra 
that pityriasis of the scalp was due to a dried 
exudate from the glands led to much confusion, 
but careful study revealed the scales just as it 
was known by the Greeks and described by Wil- 
lan in 1798. Brocq says that the so-called 
prurigo of Hebra was described by Cazenave, 
Bazin and Hardy as lichen polymorphus ferox, 
and treated ‘externally and internally with cod 
liver oil long before Hebra described it. Hebra’s 
pityriasis rubra was Wilson’s dermatitis ex- 
folitiva, according to Crocker and McLeod. It 
has been positively settled upon two occasions 
by French and Viennese that Devergie’s pity- 
riasis pilaris was later the lichen ruber of Hebra. 
The only pen picture we have of Hebra is from 
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Dr. Samuel D. Gross, of Philadelphia, who 
visited his clinic and says of him: 


“Hebra, the dermatologist, had hardly a half dozen 
attendants. He was a short thick-set man with dirty 
fingers and dress a great deal the worse for wear; in a 
word, he is anything but neat in his appearance, and 
during the hour I spent in his ward, I did not at all 
become impressed with his manner or appearance. Of 
his skill as diagnostician, everybody must be convinced, 
but from what I have seen of his writings I have no 
hesitation in saying that he has done more than any 
living authority to confuse the study of skin diseases. 
His treatment, moreover, of many of these affections 
seems to me to be too purely local; in other words, 
not sufficiently addressed to the constitution, upon the 
derangement of which they so often depend.” 


Hebra trained several men who rose to emin- 
ence, Isador Neumann, Carl Hejtzmann, Auspitz, 
Wertheim, Pick and Edward Land, but none 
achieved greater distinction than his son, Hans, 
and his son-in-law, Kaposi, who was a dermat- 
ologist of the first rank. 

Honor to him to whom honor is due. In his 
forty years’ service as a dermatologist, he had 
endeared to him the entire population of Vienna 
and at his death in 1880 his funeral was at- 
tended by the royalty, the nobility and the cit- 
izenry. Such a concourse had never before been 
witnessed in Vienna. A bust of this great clini- 
cian stands in the University of Vienna. 


Moritz Kaposi (Moritz Kohn) was born in 
1807 and died in 1902. He was a Hungarian 
and son-in-law of Hebra, succeeded Hebra in 
the Vienna clinic and continued his teachings 
and doctrines and later finished the elder Hebra’s 
text on dermatology and also wrote one of his 
own. Kaposi made substantial additions to his 
subject by definitely establishing pigmented 
sarcoma in 1872, diabetic dermatitis in 1876, 
xeroderma pigmentosum in 1882, and lympho- 
derma pernisciosa in 1885. His work is well 
known to all. 


Tilbury Fox.—Standing out pre-eminently, 
there is one bright light, not only as a dermat- 
ologist, but as an individual of beautiful char- 
acter, whose life, after wonderful accomplish- 
ments in so brief a time, was cut short at the 
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age of 43 in 1879, and no history of the forma- 
tive period of this subject would be complete 
without the mention of the unselfish work of 
this cultured and charming personality, Tilbury 
Fox. 


Born the son of a physician in 1836, he en- 
tered the medical school of University College 
in 1853, and obtained the degree of Doctor of 
Medicine in 1858. As a student, he displayed 
special zeal, and was the recipient of the gold 
medal. He became house-surgeon to Quain and 
house-surgeon to Jenner, from the latter of whom 
he acquired his early taste for, and knowledge 
of, skin diseases. Becoming interested in 
parasitic diseases, he wrote a book of 210 pages 
on “Skin Diseases of Parasitic Origin,” their 
nature and treatment in 1863. In 1865 he wrote 
a general treatise on skin diseases, and a second 
edition in 1869, which was republished in New 
York, and a third edition in 1873, which was 
also republished in America, and was considered 
the best book of its time. In 1869-70 he de- 
livered the Lettsomian Lectures before the Med- 
ical Society of London on “Eczema.” These 
lectures were published in a volume in 1870. 
In 1875, finding a demand for a smaller book, 
he published an “Epitome on Skin Diseases.” 
This book was republished in this country and 
also the second edition. 


In 1876 he published a valuable work of 430 
pages on “Endemic Skin Diseases of India.” 
The best large work undertaken by Dr. Fox was 
the publication of an atlas of diseases of the 
skin based on that of Willan and Bateman, which 
was begun in 1875 and finished in two years, 
and this was republished in America. Besides 
this, he was an indefatigable contributor to med- 
ical periodicals, and for many years was con- 
nected editorially with the Lancet. His writings 
were of an intensely practical character, written 
largely for the general physician. 

Dr. Fox labored incessantly; he also worked 
in public practice. He was at first physician to- 
the Skin Department of Charing Cross Hospital 
and lectured there. Later on, after the death of 
Dr. Hillier, who shortened his life by overwork, 
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he was appointed to the Skin Department of 
University College, where he delivered a num- 
ber of courses of lectures. 

The new work of Tilbury Fox consisted of 
the segregation of impetigo contagiosa, for 
which he prescribed ammoniated mercury at the 
time in 1862. In 1866 he identified the “kerion”’ 
of Celsus as a form of ringworm. Fox and Wil- 
son supplied nearly all that has been written on 
kerion in English. In 1879 he observed the first 
case of epidermolysis bulloso, which was de- 
scribed by Goldscheider in 1882. Colcott Fox 
published a posthumous paper by Tilbury Fox 
on “Dermatitis Herpetiformis,” antedating the 
work of Duhring. He was the first to describe 
lymphanigoma and also the xanthelasmoid type 
of urticaria pigmentosum, 

Tilbury Fox was Chairman of the Section of 
Dermatology, British Medical Association, in 
1879. His sudden death brought McCall An- 
derson, of Glasgow, to the chair, and Anderson 
said: 

“Tt is with very mingled feelings that I rise to address 
you on this present occasion; for, though deeply sensi- 
ble of the honor which has been done me by inviting 
me to occupy the chair, I cannot forget that I am filling 
the post destined for one who was far better qualified 
than I am to preside over your deliberations; who, by 
mere force of talent, rapidly raised himself to the very 
front rank among the dermatologists of the day; and 
whose wonderful energy and preseverence, while they 
contributed to his success, doubtless tended to accelerate 
his untimely end. By the death of Tilbury Fox this 
Section has been deprived of the services of a most able 
chairman; medical science has suffered an irreparable 


loss; and we are left to mourn the separation from a 
valued colleague and a warm-hearted and generous 
friend.” 

The Lancet said: 

“He was beloved as few men are privileged to be, 
honorable, upright and conscientious in the discharge of 
all his duties, he lived an exemplary life. With the kind- 
ness of heart, the geniality of his disposition, and pure 
unobtrusive piety, he was never so happy as when seek- 
ing out fitting objects for help, succor and support. Our 
best and most useful remembrance of him will be to 
endeavor, in our own lives, to emulate the bright ex- 
ample which he has set us.” 


An American writer says: 
“There was a geniality about Dr. Fox which drew 
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everyone to him, while his enthusiasm in his branch of 
study and practice captivated students and made all 
feel at home with him. No living English physician, 
except Mr. Wilson, was so well and widely known in 
connection with diseases of the skin as was Dr. Fox.” 


Duhring said: 


“Tilbury Fox was a rare man. He combined with a 
well-balanced mind, unusual intelligence and acute per- 
ceptive powers. He moreover possessed all the traits 
which conduce to make man truly a noble creature. 
He was modest, conscientious, gentle, and not least, 
thoroughly manly. Before the world, he carried him- 
self bravely... . His views were broad and cosmopolitan. 
He was ready to take the good wherever it might be 
found. He sought information abroad as well as at 
home.” 

A contemporary commenting upon the influ- 
ence of his work says: 

“Perhaps it is a little too soon to express an opinion 
on the subject. He did, however, introduce an element 
of eclecticism into English dermatology; it might be 
said that he broke it away from the influence of Wil- 
son, making use of the elements of progress found in 
other nations. He introduced the study of pathological 
anatomy into his book from the Germans, and also 
much of the humoral views of the French, and although 
his constant reference to Willan and the fact of his 
partial reproduction of Willan’s Atlas might, at first 
thought, indicate a step backward, still this will be 
seen to be but a recognition of what was good in the 
past as in the present, and marks him only as a man 
of enlarged views. We cannot but mourn the loss that 
dermatology has suffered, and hope that each one now 
pursuing this branch may be as earnest, diligent and 
wise as was Tilbury Fox.” 


London as a Center—London was a world 
city of commerce, with a continual stream of 
patients from the English possessions of the 
world, a city equipped with able and learned 
teachers, distinguished students and authors of 
dermatology. Why did she not become also a 
world center for the students of dermatology? 
There was no central point for teaching this sub- 
ject. The clinics, as they are today, were scat- 
tered over the entire city. Paris and Vienna 
each held their tremendous clinics under one 
roof, and this advantage attracted the students of 
the world, even Scotch and English. Thus the 
teachings of London missed the opportunity to 
gain the world-wide popularity of those of Paris 
and Vienna. But who could be found able to 
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give sounder instruction than Willan, Thomas 
Bateman, Erasmus Wilson and Tilbury Fox? 
These men were profound students of general 
medicine as well as of diseases of the skin. It 
is to be regretted when we realize how much it 
was needed that Erasmus Wilson did not leave 
his fortune to the purpose of centralizing in- 
struction in dermatolgy in London. 

At present the difficulty is overcome to some 
extent through the operation of the London 
School of Dermatology, St. John’s Hospital, Lei- 
cester Square. The old clinics continue as here- 
tofore at the diffe. ~nt schools of London. 


CONCLUSION 


Historically, dermatology is covered in three 
periods: first, that of the ancients, including 
Egypt, India and the Jewish; second, that of 
the Greeks, Romans, Arabians, and even includ- 
ing the work of Mercurialis, Daniel Turner, Tor- 
rey, and von Plenck; and third, the modern 
period of Willan, Alibert, Rayer, Wilson, Til- 
bury Fox, Hebra, Kaposi, and their contempo- 
raries. The work of the ages has culminated in 
the recent volumes by McLeod, Stelwagon, 
Ormsby, Pusey and Sutton. But in my opinion, 
after this study, the greatest, the finest and most 
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valuable work done for dermatology through all 
time was the scholarly and masterly accomplish- 
ment of Robert Willan. 


The intent of this presentation is to bring be- 
fore review the older men, dermatology being 
wrapped up in the works of men, who really 
struggled and wrestled with the subject and 
finally established dermatology upon a firm basis 
along with the other specialties. Men within 
our personal memory are left out, Hutchinson, 
Morris, Pringle, Galloway, Colcott Fox, Radcliff 
Crocker, Gaucher, Fournier, Darier, Brocq, 
Finger, Pick, Neisser, Lassar, Max Joseph, Una, 
J. C. White, Wigglesworth, Durkee, Bronson, 
George Henry Fox, Duhring, A. R. Robinson, 
Stelwagon, Hyde, Montgomery, etc. These have 
done their work nobly and some day their deeds 
will be gathered up for the Hall of Fame. 
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MEDICAL EUROPE FOR THE SOUTH 


The Southern Medical Association covers a 
large area extending from the eastern border 
of Maryland to the Rio Grande. In this terri- 


tery are more than one-third of the physicians 


and hospitals of the United States. This is a 
young country, fresh in its power of initiative 
and originality, but greatly influenced in the 
past and wisely so in the present by European 
medicine. The physician in general is a student 
who learns from anyone who can teach him. The 
United States is by far the richest country in 
the world, has more than half the gold of the 
world and manufactures one-half of all the arti- 
cles in the world. Not more than 5 to 10 per 
cent of these articles are sent abroad. There is 
danger lest our pride and power of possession 
shall exceed our pride and power of scholarship 
and knowledge. 

Some of the greatest medical scholars of the 
world are in Europe. They visit this country 
from time to time and gladly visit it. They 
usually visit a few cities in the Eastern states on 
the Atlantic Seaboard southward as far as Balti- 
more, then by Pittsburgh or Buffalo to Cleve- 
land or Chicago, the Mayo Clinic, and rarely to 
St. Louis, and still more rarely to the Pacific 
Coast. The South, as a rule, is entirely neg- 
lected and Southern medicine is without their 
stimulus. In recent years the surgeon, Stiles, of 
Edinburgh, has visited Boston. and the Mayo 
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Clinic; Aschoff, the pathologist from Germany, 
and Wenckebach, the cardiologist of Vienna, 
have visited the Eastern points, as have Faber, 
of Copenhagen, Julius Bowers, the endocrin- 
ologist of Vienna, and others equally distin- 
guished. 

With the above introduction, Dr. Stewart R. 
Roberts, of Atlanta, suggests that the Southern 
Medical Association invite one or two distin- 
guished European physicians to tour the South 
annually and to give lectures and clinics as cir- 
cumstances and requests may indicate in such 
medical centers of the Southern states as the 
medical societies of the cities may desire. A com- 
mittee to select these visitors could be appointed 
by the President of the Southern Medical Asso- 
ciation for a five-year service. The expenses to 
the medical society in each city would be very 
small proportionately. For example, for two 
months such a visitor could cover Washington, 
Richmond, one of the Carolina cities as Char- 
lotte or Asheville, Columbia, or Charleston, At- 
lanta, Birmingham, Memphis, New Orleans, 
Nashville, Louisville, and possibly one or two 
cities of Texas. 

The incoming of a person delivering new ideas 
into the medicine of the South once or twice an- 
nually would be a stimulus and an inspiration to 
Southern medicine. The method is simple, the 
expense is small, medical scholarship in Europe 
is profound, and the advantage to Southern 
medicine would be tremendous. Not many 
physicians in the South can go to medical Eu- 
rope. Let them bring medical Europe to the 
South. 

Dr. Roberts’ idea is valuable and timely and 
has already received the hearty endorsement of 
the President of the Association, Dr. J. Shelton 
Horsley, of Richmond, Va. The Journat in- 
vites a further expression of opinion from its 
readers. 





EPHEDRIN 


“Slowly the generations pass 
Like sand through heaven’s bright hour glass,”! 


but turn back perhaps to run through the glass 
again. 

A Chinese drug, tasted by the Emperor Shen 
Nung over five thousand years ago, is being re- 
vived and appears to be searching for a fixed 
place in pharmacology. Ephedrin, the active 


1. Lindsay, Vachel: Collected Poems, p. 39. Mac- 


millan Co., 1923. 
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alkaloidal principle of ma huang, the ancient 
Chinese herb, was isolated in Japan in 1885 and 
studied. It was re-isolated by Chen, in 1923, and 
its synthesis, structure and physiological effects 
were further observed.' Its close resemblance to 
the suprarenal extract, epinephrin (or adrenalin), 
which has been used for some time, draws the 
plant and animal kingdoms closer together. 
Epinephrin upon intravenous injection raises the 
blood pressure and stimulates the individual, and 
the quantity of it secreted is alleged to affect 
animal and human disposition. 


Ephedrin is more stable than epinephrin; its 
effects are more lasting; and the action is ob- 
tained after oral as well as after subcutaneous 
and intravenous injection and local application. 
The formulas of the two substances are written:? 
Epinephrin, CgH3(OH)2—CHOH—CH2—NHCHs3; and 
Ephedrin, CgH;—CHOH—CHCH3—NHCHs3. 

Ephedrin is a mydriatic; it causes dilatation 
of the bronchi; it contracts the capillaries, reduc- 
ing swelling of the turbinate bodies and hy- 
peremia; and it Causes a temporary pronounced 
rise in blood pressure, and cardiac acceleration 
greater than that following epinephrin. It re- 
laxes the smooth muscle of the intestine and 
causes vaso-constriction when applied to mucous 
membranes. The rise in blood pressure is said 
to be due to vaso-constriction and cardiac stim- 
ulation. It has a relatively low toxicity, except 
for cases of cardiac abnormality.® 

It has been useful as a mydriatic for examina- 
tion of the fundus of the eye. It has been tried 
with some success in the treatment of the acute 
attacks of asthma, hay fever, and has been sug- 
gested for combating surgical and experimental 
shock, though it appears to be effective only in 
the early stages. It appears to be of some use 
in overcoming, or better in preventing, the de- 
pression and drop of blood pressure commonly 
observed after spinal anesthesia. 

Only very recently have reliable preparations 
been available commercially, though the drug 


1. Chen, K. K., and Schmidt, 
Clinical Use’ of Ephedrin. 
Sept. 11, 1926. 

2. Meyer and Gottlieb: Experimental Pharmacology, 
el Second English Ed. J. B. Lippincott Co., 

3. Rudolf, R. D., and Graham, J. D.: 

phate of Ephedrin. Am. Jour. Med. Sci., 
March, 1927. 
Miller, T. G.: 
Jour. Med. Sci., 
Ockerblad, N. F., 
Ephedrin in Spinal Anesthesia. J. A. 
1125, April 9, 1927. 


Action and 
87:836, 
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3: Ao My AS 


Notes on Sul- 
163:399, 


Am. 


Clinical Value of Ephedrin. 
170:156, 1925. 
and DLillon, T. G.: 
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has been extensively studied by a number of 
men.! 





THE SPLEEN AND ATHEROSCLEROSIS 


Feeding of animal foods such as milk or eggs 
over long periods of time to rabbits causes the 
development of atherosclerosis, and only sub- 
stances containing cholesterol have this effect.” 
Cholesterol esters are deposited within the areas 
of intimal swelling, giving a picture similar to 
human atherosclerosis. Constantly associated in 
animals but not in man are fatty deposits in the 
spleen, liver and kidneys. By feeding rabbits 
small doses of cholesterol over long periods, it 
is possible to obtain atheromata without deposits 
in the other organs. The removal of certain 
organs tends to facilitate the development of 
atheromata after cholesterol feeding. Thyroid 
administration inhibits it. 


Shapiro® has studied the rapidity of atheroma 
formation after the removal of gonads, spleen, 
thyroid, and suprarenals, respectively of rabbits. 
The most susceptible group of animals were the 
thyroidectomized, who developed atheromata 
in the briefest time of cholesterol feeding after 
operation. The splenectomized and gonadec- 
tomized animals also, however, developed the 
condition much sooner than the controls, and 
the suprarenalectomized later. 

It has been rather generally claimed that “ 
animals at least, in the absence of anemia, re- 
moval of the spleen has no influence upon ni- 
trogen or fat metabolism.”* Cholesterol is, of 
course, a lipin closely related to the true fats, 
and under the above experimental conditions 
splenectomy affects its metabolism. 

Shapiro says that the spleen perhaps is a 
storehouse for excess cholesterol. The spleen is 
sometimes enlarged in prolonged lipemia, for ex- 
ample in Gaucher’s disease, and in some diabetic 
lipemias. The spleen function in the destruction 
and formation of red blood cells shows that it 
may store and use cholesterol, as does the fact 
that splenectomy is followed by hypercholes- 
terolemia. 
1. Ephedrin: 

Chemistry. J. A. ral 
And 88:48, Feb. i2, 1927. 

. Bailey, C. H.: Atheroma and Other Lesions Pro- 
duced in Rabbits by Cholesterol Feeding. Jour. 
Exper. Med., 23:69, 1916. 

. Shapiro, Shepard: Influence of Thyroidectomy, 
Splenectomy, Gonadectomy, and Suprarenalectomy 
Upon the Development of Experimental Athero- 
sclerosis in Rabbits. Jour. Exp. Med., 45:595, 
April, 1927. 


4. Hempelmann, T. C.: 
Abt’s Pediatrics, 4:636. W. 


Report of Council on Pharmacy and 
M. A., 88:924, March 19, 1927. 


page of the Spleen. 
. Saunders Co., 1924. 
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VESTIGIAL ORGANS IN SURGERY 


Editor, SourHERN MEDICAL JOURNAL: 

Students of comparative anatomy inform us that 
there are fifty or more rudimentary parts in the human 
organism. In a stricter sense there are but four vestigial 
organs: the appendix, gall bladder, tonsils and the male 
breast, the latter occupying a more or less isolated posi- 
tion. These appendages are interesting because of their 
vulnerability to infection. 

We know that inaction of organs is a forerunner of 
cegeneration. In the process of time, function becomes 
obsolete, and this creates conditions favorable for in- 
fection. The vulnerability of the appendix, gall bladder 
and tonsils assumes great importance from the stand- 
point of surgery. From a general surgical experience in 
the incidence of 2472 laparotomies for disease 61 per 
cent concerned the appendix, which gave directly 41 per 
cent of deaths, while the gall bladder occasioned 5.2 per 
cent of abdominal operations and 7.2 per cent of all 
deaths. So these two vestigial organs combined to make 
66 per cent of the operations and 48 per cent of total 
deaths from surgical diseases of the abdomen. Concur- 
rent with this series of cases it was noted that 68 per 
cent (operations 2410, deaths 0) of the surgical activi- 
ties for the cavities of the head concerned the tonsils. 
The medical phases of these appendages are perhaps of 
equal importance. 

The vestigial organs are a menace because they are 
located near the centers of great physiological activity, 
and harbor infection that cannot easily be thrown off. 


Physiological purists in trying to conserve function 
should reckon on the hazards of the presence of these 
appendages. 
Rome, Ga., 
March 15, 1927. 


R. M. Harstn, M.D. 





Book Reviews 


Ophthalmic Neuro-Myology. A Study of the Normal 
and Abnormal Actions of the Ocular Muscles From 
the Brain Side of the Question. By G. C. Savage, 
M.D., LL.D., Professor of Ophthalmology in the 
Medical Department of Vanderbilt University 1886- 
1911; Author of “New Truths in Ophthalmology” 
(now out of print); of “Ophthalmic Myology;” of 
“Ophthalmic Neuro-Myology;” of “Nervo-Muscular 
Mechanism of the Eyes and Routine in Eye-Work;” 
ex-President of the Nashville Academy of Medicine, 
of the Tennessee State Medical Association, and of 
the Southern Medical Association; ex-Chairman of 
the Section on Ophthalmology of the American Med- 
ical Association, and of the Eye and Ear Section of 
Tennessee State Medical Association. Now ready for 
publication: “Cycles of Time and Seasons.” Second 
edition. 215 pages. Nashville, Tenn.: McQuiddy 
Printing Co. 

Dr. Savage is without doubt the best qualified person 
on ophthalmic neuro-myology in this country or abroad. 
It has been said that genius consists of an “infinite ca- 
pacity for detail.” That being true, Dr. Savage is as- 
suredly a genius. His monograph is not easy reading, 
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but is most instructive and will well repay the studious 
physician. 

In the second edition Dr. Savage says: “For this 
edition, seven pages have been rewritten because of 
the discovery that the eye has only two axes of rota- 
tion, the vertical and the transverse. Only around one 
of these is effected any cardinal rotation. Oblique ro- 
tations are accomplished around both these axes si- 
multaneously, each axis being in motion throughout such 
rotation.” 

The profession is deeply indebted to Dr. Savage for a 
wealth of information relating to a subject about which 
the great majority of ophthalmologists are not too well 
informed. 


Brain and Heart. Lectures on Physiology. By Giulio 
Fano, Royal University of Rome. 142 pages. New 
York and London: Oxford University Press. Cloth, 
$2.75. 

In the introduction to the English edition, the trans- 
lator states that this little book is the outcome of an 
invitation to give a series of lectures at the Universities 
of Barcelona and Madrid. 

In the English translation the book is charming. The 
subjects are dealt with not in the usual dry method of 
science but as only a true artist can. In wide tours 
into the field of physiology the author reiterates old 
thoughts in a cryptic manner startling to the reader and 
holding his interest throughout. The book is most 
agreeable, for it is by no means a didactic review upon 
the dry subject of physiology. 


Diseases of the Nose and Throat Comprising Affections 
of the Trachea and Esophagus. A Textbook for Stu- 
dents and Practitioners. By Sir St. Clair Thomson, 
M.D., F.R.C.P. Lond., F.R.C.S. Eng., Commander of 
the Order of Leopold of Belgium; Chevalier de la 
Legion d’Honneur; President of the Royal Society of 
Medicine; ex-President of the Medical Society; Con- 
sulting Surgeon for Diseases of the Throat and 
Emeritus Professor of Laryngology in King’s College 
Hospital; Laryngologist to King Edward VII Sani- 
torium, Midhurst; Consulting Surgeon to the Italian 
Hospital; formerly Physician to the Throat Hospital, 
Golden Square; Surgeon for Diseases of the Throat 
and Ear, Seamen’s Hospital, Greenwich; Laryngologist 
to King George Hospital and Surgeon to the Royal 
Ear Hospital, London. Third edition. 943 pages, 
illustrated. New York: D. Appleton & Co. 

In the third edition of this valuable textbook, the 
basis of physiology and surgical anatomy on which the 
first edition was founded has not been altered. Entirely 
new sections, however, have been written on malignant 
granuloma of the nose, dental and dentigerous cysts, 
hairy or dermoid polypi of the nasopharynx, chorditis 
fibrinosa, and keratosis laryngis. 

In the chapter on the esophagus, there are new sec- 
tions on phlegmon and abscess, acute esophagitis and 
congenital stenosis, the sections on rhinosporidiosis, 
stenosis of the larynx, and cicatricial stenosis of the 
esophagus have also been rewritten. As regards treat- 
ment, several operative procedures have been omitted 
and new ones have been added. The space thus gained 
has been filled with descriptions of cartilage grafting 
for nasal deformity, the two-stage operation for pharyn- 
geal pouch, and more promising methods of cure of 
stenosis of tie larynx and of the esophagus. Radium 
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treatment, x-ray therapy, and diathermy have all re- 
ceived more attention than in former editions. 

The book is a thorough and scholarly presentation of 
our present day knowledge and achievement in the 
fields of rhinology and laryngology and will prove a 
valuable addition to any library. 





Four Thousand Years of Pharmacy. By Charles H. 
LaWall, Ph.M., Phar.D., Sc.D., F.RS.A., Professor 
of Theory and Practice of Pharmacy and Dean of 
the Philadelphia College of Pharmacy and Science; 
Joint Editor of the Seventh Edition of Remington’s 
Practice of Pharmacy; Pharmaceutical and Chemical 
Editor of the United States Dispensatory, Twenty- 
First Edition; Member of the Revision Committee 
of the United States Pharmacopoeia; Member of the 
Revision Committee of the National Formulary, 
etc. 665 pages, illustrated. Philadelphia and Lon- 
don: J. B. Lippincott Co. Cloth, $5.00. 

In reading this book one is impressed with the pains- 
taking research of the author and that he is a scholar. 
The manner of presentation is classical, and for diction 
it would be difficult to find it’s superior in recent med- 
ical literature. 

The decline of pharmacy from a profession to a trade 
is presented as a scientific tragedy. 

The last two chapters covering the Nineteenth and 
Twentieth Centuries are not so well balanced as the 
other parts of the book, but that is because there is 
too much to be presented in a limited space. The book 
is an addition to any library for both the information 
and the pleasure of reading a well written book. 





The Ship-Surgeon’s Handbook. By A. Vavasour Elder, 
DS.C., M.R.C.S. (Eng.), L.R.C.P. (Lond.), Surgeon 
Lieutenant Commander, R.N.V.R. Third edition. 523 
pages. New York: William Wood & Co. Cloth, $3.75. 
This manual should be of value for those for whom 

it was written, namely, medica! officers of the merchant 

marine. 
It is primarily for those sailing under the British flag, 
but should be of use to anyone acting as a ship surgeon. 
The advice given in the main is good on professional 
subjects, and the “Customs of the Service” as shown 
will keep the novice out of trouble. 


A Manual of Materia Medica. For Medical Students. 
By E. Quin Thornton, M.D., Assistant Professor of 
Materia Medica in the Jefferson Medical College, 
Philadelphia. Second edition, thoroughly revised. 384 
pages. Philadelphia: Lea & Febiger. Cloth, $4.50. 
The subject of materia medica is clearly and briefly 

presented. This edition has been extensively revised to 

conform with the latest edition of the United States 

Pharmacopeia. As a student textbook, it should be 

welcomed. 


Southern Medical News 


ALABAMA 
Deaths 


Dr. Marcus Tullius Cicero Scott, Headland, aged 56, 
died February 2 at a hospital in Mobile of pellagra. 

Dr. Jabez Wesley Sewell, Titus, aged 65, died Feb- 
Tuary 20 at the Norwood Hospital, Birmingham, of 
pulmonary hemorrhage following influenza. 
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Dr. Jack H. Sims, Birmingham, aged 75, died in 
January. 

Dr. Benjamin Franklin Adams, Fulton, aged 43, 
died in March of injuries received in an automobile 
accident. 

Lr. Ansel M. Buckelew, Jasper, aged 83, died Feb- 
ruary 16 of softening of the brain. 

Dr. F. H. McAnally, Jasper, aged 65, died March 22 
at the Walker County Hospital following an operation 
for appendicitis. 





ARKANSAS 


Sebastian County Medical Society has elected Dr. 
J. S. Southard, President; Dr. S. P. Stubbs, Vice- 
President; Dr. C. S. Means, Secretary; Dr. W. R. 
Brooksher, Jr., Treasurer. 

As a means of providing medical service in rural 
communities having not more than one registered 
physician, the councilors of the State Medical Society, 
at a meeting in Little Rock in December, considered 
the introduction of a bill in the Legislature which 
would authorize any student in the State School of 
Medicine who had completed his junior year to prac- 
tice in a designated rural community for a period not 
to exceed fifteen months. 


Deaths 


Dr. Frederick Eugene Harrison, Fordyce, aged 55, 
died February 17 of pneumonia. 

Dr. Frederick M. Sherrer, Portland, aged 53, died in 
February in a hospital at Lake Village of asthma and 
pneumonia. 

Dr. Frank Lucas French, Little Rock, aged 66, died 
February 28. 

Dr. John Foster Bradley, Lamar, aged 53, died 
March 4. 





DISTRICT OF COLUMBIA 


The annual meeting of the American Medical Asso- 
ciation will be held in Washington May 16-20. 

The amalgamation of George Washington Univer- 
sity Hospital, Garfield Memorial Hospital and the 
Washington Home for Foundlings was announced by 
the President of George Washington University Jan- 
uary 22. Under the agreement signed, the Washing- 
ton Home for Foundlings will build a cancer hospital 
and cancer research laboratories on the grounds of 
Garfield Hospital; George Washington University will 
erect a new medical school nearby, and the work of 
the George Washington University Hospital will be 
transferred to the new center. Plans will start im- 
mediately for the erection of the cancer hospital and 
laboratories which will be known as the Helen L. 
and Mary E. Warwick Memorial in recognition of a 
$500,000 bequest. 

Dr. Sophie A. Nordhoff-Jung has received a medal 
from the German government for distinguished serv- 
ices in Red Cross work in Germany before the United 
States entered the World War. 


Deaths 


Dr. Thomas Johnson Eliot, Washington, aged 61, 
died January 7 at the Providence Hospital of cerebral 
hemorrhage. 

Cr. Leroy Durbin Walter, Washington, aged 70, 
died March 6 of myocarditis. 

Dr. Edwin C. Hunter, Washington, aged 45, died 
February 11 of heart disease. 

Dr. William B. Meany, Washington, aged 78, died 
December 19 of cerebral hemorrhage. 





FLORIDA 


At a meeting of the Hospital Committee of the Lake 
County Medical Society held January 17, it was de- 
cided to advertise the intention of the Society to have 
presented to the next session of the State Legislature 
a bill authorizing the Lake County Commissioners to 
call for a special election to decide whether or not to 
issue bonds for building a county hospital. The fol- 
lowing are members of the Hospital Committee: Drs. 
Chas. H. Lodor and M. M, Hannum, Eustis, and Dr. 
8S. C. Colley, Tavares. 

Manatee County Medical Society has elected Dr. 
John R. Boling, Bradenton, President; Dr. C. F. 
Fleming, Bradenton, Vice-President; Dr. J. M. Davis, 
Bradenton, Secretary-Treasurer. 
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Officers of the State Medical Association, the State 
Board of Medical Examiners and the State Board of 
Health held a conference at Jacksonville in February 
to consider proposed amendments to the Florida med- 
ical practice act in order to prevent more effectively 
the treatment of the sick by incompetent practitioners. 
One of the suggestions considered and unanimously 
approved was the annual registration of physicians. 

Columbia County Medical Society is the first com- 
ponent society to reach the 100 per cent paid classifi- 
eation for the year 1927. 

Work has been started on the new 200 bed hospital 
which will replace the old St. Vincent’s Hospital, 
Jacksonville. This will cost approximately $1,000,000. 

Ground has been broken for the Alachua County 
Hospital, Gainesville. The hospital will cost approx- 
imately $150,000. 

The municipal general hospital being constructed at 
Tarpon Springs will cost $30,000. Most of the equip- 
ment will be donated by various local organizations. 

Lr. T. H. Bates, Lake City, was elected Vice-Presi- 
dent of the Atlantic Coast Line Railway held in St. 
Petersburg, January 20-21. Dr. G. C. Tillman, former 
President, becomes a member of the executive com- 
mittee. 

Dr. H. C. Von Dahm, formerly in charge of the 
United States Veterans’ Bureau, Washington, D. C., 
has assumed his duties as Medical Officer in Charge 
of the government hospital at Lake City. 

Dr. W. B. Thompson, Fort Myers, has resigned as 
Health Officer and has returned to his home in 
Gananoque, Canada. 





GEORGIA 


Blue Ridge Medical Society has elected Dr. J. M. 
Daves, Blue Ridge, President; . N. C. Goss, Ellijay, 
Vice-President; Dr. C. B. Crawford, Blue Ridge, Sec- 
retary-Treasurer. 

Burke County Medical Society has elected Dr. H. J. 
Morton, Waynesboro, President; Dr. W. H. Sutton, 
Midville, Vice-President; Dr. R. L. Miller, Waynes- 
boro, Secretary-Treasurer. 

Clarke County Medical Society has elected Cr. Paul 
L. Holiday, Athens, President; Dr. Corbin J. Decker, 
Athens, Vice- President; Dr. Harold I. Reynolds, 
Athens, Secretary-Treasurer. 

Emanuel County Medical Society has elected Dr. E. 
T. Coleman, Graymont, President; Dr. S. S. You- 
mans, Oak Park, Vice-President; Dr. R. C. Franklin, 
Swainsboro, Secretary-Treasurer. 

Hall County Medical Society has elected Dr. C. G. 
Butler, Gainesville, President; Dr. C. J. Wellborn, 
Gainesville, Vice-President; Cr. Pratt Cheek, Gaines- 
ville, Secretary-Treasurer. 

Henry County Medical Society _ elected Dr. R. L. 
Tye, McDonough, President; Dr. E . Colvin, Locust 
Grove, Vice-President; Dr. H. C. Ellis, McDonough, 
Secretary-Treasurer. 

Houston County Medical Society has elected Dr. J. 
W. Story, Kathleen, Sg mags Dr. R. L. Cater, Perry, 
Vice-President; Dr. E. ; Evans, Perry, Secretary- 
Treasurer. 

Murray County Medical Society has elected Cr. M. 
P. Bates, Ramhurst, President; Dr. R. H. Bradley, 
Chatsworth, Vice-President; Dr. E. H. Dickie, Chats- 
worth, Secretary-Treasurer. 
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Pike County Medical Society has — Dr. Dik 
Head, Zebulon, Vice-President; Dr. M. Head, 
Zebulon, Secretary-Treasurer. 

Rabun County Medical Society has elected Dr. Lester 

Neville, Dillard, President; Dr. J. C. Dover, Clayton, 
Vice- President; Dr. J. A. Green, Clayton, Secretary- 
Treasurer. 

Screven County Medical Society has elected Dr. H. 
E. Ezell, Oliver, President; Dr. L. F. Lanier, Rocky 
Ford, Vice-President; Dr. E. E. Downing, Newington, 
Secretary-Treasurer. 

i tnd County Medical Society has elected Dr. W. 

Edwards, Butler, President; Dr. J. C. Hind, Rey- 
nail Secretary-Treasurer. 

Terrell County Medical Society aye elected Dr. R. E, 
Bowman, Bronwood, President; J. G. Dean, Daw- 
son, Vice- President; Dr. Logan Thomas, Dawson, Sec- 
retary-Treasurer. 

Thomas County Medical Society has elected Dr. Roy 
A. Hill, Thomasville, President; Dr. Mary J. Erick- 
son, Thomasville, Vice- President; Dr. C. K. Wall, 
Thomasville, Secretary-Treasurer. 

Whitfield County Medical Society 9 elected Dr, 
H. J. Ault, Dalton, President; Dr. L. Kennedy, 
Dalton, Vice-President; Dr. E. O. Shelihorse Dalton, 
Secretary- -Treasurer. 

Worth County Medical tee has ~~ Dr. 5 
Tracy, Sylvester, President; H. S. McCoy, Doerun, 
Vice-President; Dr. W. C. Tipton, Sylvester, Secre- 
tary-Treasurer. 

At the annual meeting of the Tuberculosis Associa- 
tion held February 18 the following were elected to 


the Medical Staff: Drs. E. A. Allen, C. = Aven, M. 
M. Burns, J. H. Byram, A. H. Bunce, M. L. B. Clarke, 
M. B. Copeloff, Z. S. Cowan, Grady Clay, A. M. Dim- 


mock, T. F. Guffin, C. H. Holmes, Z. w. fei 
Trimble Johnson, olch Kemper, J. W. Landham, F 
C. Nesbit, M. C. Pruitt, Willis Ragan, S. C. Redd, 
H. W. Ridley, Dan Y. Sage, Cosby Swanson, H. L. 
Treusch, C. L. Wall and J. G. Wood. Dr. Z. S. 
Cowan was appointed for the third time as Chairman 
of the Staff. : 

Washington County Woman’s Auxiliary was recently 
organized with the following officers: Mrs. J. 
Dillard, Davisboro, oe Mrs. O. B. Joiner, Ten- 
nille, Vice- President; Mrs. H. Lozier, Sandersville, 
Treasurer; Mrs. F. B. eas Sandersville, Secre- 
tary; Mrs. C. D. Redding, Davisboro, Parliamentarian. 

The Public Health Nurse Association is conducting 
the following free health clinics in Columbus each 
week: Child welfare clinic, Monday afternoon, by Dr. 
Mercer Blanchard and Miss Nannie Posse at the Sal- 
vation Army Hall; child welfare clinic, Wednesday 
afternoon, by Dr. Seth Floyd, Misses Patterson and 
Posse, at Good Will Center; prenatal clinic, Thursday 
afternoon, by Dr. R. B. Crichton and Miss Posse, at 
Hospital Annex; tuberculosis clinic, Friday afternoon, 
by Dr. J. N. Wallis and Miss Pauline Bevis, at Court 
House. 

Dr. John T. McCall has taken over the Frances- 
Barrian Hospital, Rome, and has changed the name 
to the McCall Hospital. 

Dr. T. C. Thompson, Vidalia, will add sixteen rooms 
with connecting baths to the Vidalia Hospital. 

Dr. Victor H. Bassett, Savannah, has been reap- 
pointed Health Officer of Savannah, and has also been 
elected to the position of District Commissioner of 


(Continued on page 34) 





CLINICS: 8-12 A. M.; 


No fee will be charged. 





SUMMER CLINICS 
EMORY UNIVERSITY SCHOOL OF MEDICINE 


In the coming summer the Medical Faculty will again offer two weeks of clinics. 
time will be from July 11th through July 22nd. 
1-4 P. M. Daily. 

These clinics will cover all branches of medicine and surgery, the specialties being 
presented with reference to their general medical significance. 


For further information, apply to RUSSELL H. OPPENHEIMER, M. D., Dean, 


The 


50 Armstrong St., Atlanta, Ga. 
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CHILDREN REALLY LIKE 
THIS PLEASANT TASTING 
COD LIVER OIL 





Anticipation Realization Satisfaction 


HEN the physician prescribes cod liver oil, the administration of the oil 
is not always easy. 

This is not a problem, however, when PATCH’S FLAVORED COD LIVER 
OIL is prescribed. Children (and older folks, too) really like it. 

We had the patient in mind when we conceived the idea of adding a slight 
amount of flavoring to our vitamin-tested cod liver oil. This won immediate 
favor because it solved a real problem. 

Owing to its high vitamin potency, the dose is small—one-half teaspoon- 
ful for children or one teaspoonful for adults. To guarantee the high vitamin 
potency, every lot of oil produced in our plants is biologically assayed in our 
laboratory. 

The pleasant taste and the small dose make PATCH’S FLAVORED COD 
LIVER OIL a most desirable product. 

If you wish to become better acquainted with this “different kind” of cod 
liver oil, mail the coupon below for a sample and interesting literature. 


THE E. L. PATCH COMPANY 
BOSTON, MASS. 





(Indicate with a cross the information desired.) 
The E. L. Patch Company, Stoneham 80, Boston, Mass. 


Send a sample of Patch’s Flavored Cod Liver Oil............ 
Send booklet, “How Potent Cod Liver Oil is Produced”............ 
Send booklet, “How We Test for Vitamin A”............ 
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Tycos 


OFFICE TYPE 
SPHYGMOMANOMETER 


stm, . 
iy 
160 

440 iY 


Ss wily 


The determination of blood pressure during 
major surgical operations has now become a 
routine procedure with many anesthetists 
and the Tycos OFFICE TYPE SPHYG- 
MOMANOMETER is the instrument par ex- 
cellence for this work. A glance is suffi- 
cient to determine the position on the hand 
of the dial and the rate rhythm and ampli- 
tude of the pulse can be observed at the 
same time. 

See this instrument at your dealers, also 
the new Tycos Spirometer for the deter- 
mination of vital capacity. 

Our Bulletin 5 is a resume of the literature 


on blood pressure in surgery. Copy sent 
free on request. 


Medical Department 


Taylor /nstrument Companies 


Rochester, N. Y., U.S. A. 
Canadian Plant, Tycos Building, Toronto 
Manufacturing Distributors in Great Britain, 
Short & Mason, Ltd., London 
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Health for Chatham County under the Ellis Health 
law and will serve as both City and County Health 
Officer. 

Dr. Daniel L. Seckinger, Springfield, now serving on 
the staff of St. Mary’s Hospital, Pierre, S 
been appointed Assistant City Health Officer of Sa. 
vannah, and elected Deputy Commissioner of Health 
for Chatham Count ty. 

Dr. J. P. Bowdoin has been elected head of the 
Georgia Children’s Home Society. 
ont: John B. Warnell has been elected Mayor of 

airo. 

Dr. Thomas Bolling Gay, Athens, has resigned ag 
Pediatrician for the Athens Child Health demonstra- 
tion, and Dr. Edward D. Andrews, Columbia, §. C., 
will succeed him. 

Dr. R. R. Daly has been appointed a member of the 
Atlanta Safety Council to represent the Fulton County 
Medical Society. 

Dr. H. G. Mealing, formerly of Augusta, but re- 
cently Instructor in laboratory diagnosis at Johns 
Hopkins Medical School, Baltimore, Md., has accepted 
a similar position with the University of Georgia, 
Medical Department, Augusta. 

Drs. J. E. Sommerfield and Jos. Yampoisky have 
a: elected Trustees of the Atlanta Jewish Charities. 

T. B. Harper has been appointed Health Officer 
of Colquitt County. 

Dr. William R. Dancy, Savannah, has been elected 
to fellowship in the American College of Physicians. 

Cr. Allen H. Bunce, Atlanta, has been elected to 
membership in the Omicron Delta Kappa Honorary 
Fraternity. 

Dr. Heywood Hill Hopkins, Thomasville, and Miss 
Jeanne Halsted, Westfield, N. J., were married Feb- 
ruary 25 

Deaths 


Dr. Louis M. Hobgood, Fairburn, aged 75, died Jan- 
uary 23 in a sanitarium in Atlanta after a brief ill- 
ness. 

Dr. Robert H. Smith, Watkinsville, aged 65, died 
January 22. 

Dr. R. J. Bruce, Hamilton, aged 78, died recently 
of heart disease. 

Dr. DeWitt W. Freeman, Valdosta, aged 42, died 
February 7 at a local hospital of chronic nephritis. 

Dr. John K. Maloy, Milan, aged 70, died February 
11 of acute dilatation of the heart. 

Cr. William Earl Wood, Dalton, aged 62, died Feb- 
ruary 7 of chronic pancreatitis. 

Dr. Lucien O. McBride, Oconee, aged 78, died Feb- 
ruary 24. 

Dr. William T. Rogers, Coleman, aged 82, died 
March 17 of senility. 


KENTUCKY 


The nurses’ home at the Kentucky Baptist Hospital 
was partly destroyed by fire February 4 with an ap- 
proximate loss of $18,000. The occupants were all re- 
moved without serious injury. 

Dr. John M. Love, U. S. Public Health Service, re- 
cently stationed at New Haven, Conn., has been trans- 
ferred to U. S. Veterans’ Bureau Hospital, Outwood. 

Dr. George J. Hermann, Newport, succeeds the late 
Dr. James O. Jenkins as a member of the Board of 
Trustees of Speers Memorial Hospital, Dayton. 

Dr. John R. Pryor, Mayfield, was recently reelected 
Health Officer of Graves County. 

Cr. John A. Snowden, Sr., is the recipient of a silver 
loving cup presented by the Clark County Medical 
Society in recognition of his many years in the prac- 
tice of medicine. 

Dr. Herbert F. Wilson and Robert J. Ertel have 
been reappointed members of the Board of Health of 
Covington for three years. 

Dr. J. C. Hart succeeds the late Dr. Silas Evans as 
Health Officer of Paris. 


Deaths 


Dr. John Walden Crenshaw, Cadiz, aged 77, died 
February 27. 

Dr. John H. Gross, Covington, aged 73, died Feb- 
ruary 14 of carcinoma of the prostate. 

Dr. James Frank Morgan, Sawyer, aged 34, died in 
February of pneumonia. 


(Continued on page 36) 





Vol. XX No. 5 SOUTHERN MEDICAL JOURNAL 








“Clinical Photography” 


An elementary textbook on this rap- 
idly growing application of photog- 
raphy is just off the press. Within the 


compass of its 60 pages practically 


every fundamental of clinical picture 
recording is treated. It is simply writ- 
ten, profusely illustrated and should 
be in the hands of every clinician, de- 
partment head and hospital superin- 
tendent. A copy will be sent you on 
request. Write us now. 

No hospital is completely equipped 

which lacks adequate photographic 


equipment. Ask your Eastman Dem- 
onstrator why. 


Eastman Kodak Company 


Medical Division Rochester, N. Y. 
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In Sickness—or in Health 
Horlick’s the Original 


Malted Milk 


Delicious— 
Nourishing— 
Easily Digested 


For more than a 
third of a century, 
Horlick’s Malted Milk 
has been the standard 
of purity and food 

value among 

physicians, 
nurses and 
dietitians. 








Write for free samples and 
literature. 


Avoid Imitations Prescribe the Original 


Horlick’s Malted Milk Corporation 
RACINE, WISCONSIN 


May 1927 
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Dr. Walter Wallace Hill, Louisville, aged 53, died 
suddenly February 16 of cerebral hemorrhage. 

Cr. Lon Singletary, Clinton, aged 85, died January 
21 of influenza. 


LOUISIANA 


The Third Congressional District Medical Society 
was held in Morgan City March 8. The following 
officers were elected: Dr. C. C. DeGravelles, Morgan 
City, President; Dr. J. L. Beyt, St. Martinville, Vice- 
President; Dr. R. D. Voorhies, Lafayette, Secretary- 
Treasurer. 

At the meeting of the American College of Physi- 
cians held recently in Cleveland, Ohio, the invitation 
of officers of the State Medical Society and of the 
Orleans Parish Medical Society -to hcld the next an- 
nual session in New Orleans was accepted. 

The Board of Directors of the Orleans Parish Med- 
ical Society met in March and empowered the Presj- 
dent to appoint a Committee on Periodic Health Ex- 
aminations, this Committee to formulate plans for a 
Periodic Health Week for some time this summer. 
The Committee appointed is as follows: Dr. Paul J. 
Gelpi, Chairman; Dr. J. Birney Guthrie, Dr. Urban 
Maes, Dr. J. W. Newman and Dr. P. B. Salatich. A 
Publicity Committee will be appointed, this Commit- 
tee to consist of an inernist, a surgeon and a mem- 
ber at large. This Committee will receive and censor 
in the name of the Society all medical material in- 
tended for the public. 

Prof. Aldo Castellani, honorary director of the Ross 
Institute, London, England, and head of the Depart- 
ment of Tropical Medicine at Tulane, has announced 
that arrangements have been made with the Ross 
Tropical Instifute and Hospital whereby an exchange 
of students will be made between the Institute and 
the Department of Tropical Medicine at Tulane Uni- 
versity, New Orleans. Students from Tulane who 
wish to carry on research in certain fields of tropical 
medicine will be sent to the Ross Institute and re- 
search workers from there will come to Tulane. 


(Continued on page 38) 





Gentlemen : 
SKLAR AEROIZER. 


J. SKLAR MFG. CO., 133 Floyd Street, Brooklyn, N. Y. 
Please send me folder completely describing the NEW 


A New Improved 
SKLAR AEROIZER 








with these 
outstanding 
advantages 


1. Speed Control. Three speeds by 
which you can regulate the speed 
of the motor under all conditions. 


. Ether Warmer. A warm stream of 
air can be automatically fed through 
the ether bottle, preventing freezing 
of the ether. 

. Friction Drive. A direct drive trans- 
mission eliminates the trouble and 
annoyance incident to belt drive. 

. Sturdy Construction. It will not 
creep or walk during the operation 
or while in use. 


Send the coupon for complete 
details. 
J. SKLAR MFG. CO. 
Wholesale Only 
133 Floyd St. 
BROOKLYN, N. Y. 





VISIT OUR BOOTH 
No. 6 
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Surgical Dealer’s Name 





S.M.J.5-27 





























SOUTHERN MEDICAL JOURNAL 


( auttont 


the bottle baby, will make it easier for the baby to digest the milk and absorb 

full nourishment. It largely prevents colic, regurgitation, diarrhea and other 
baby ailments. It helps malnourished children. It has great value in diets for 
diabetes, tuberculosis, convalescing patients, surgical cases, etc. 


‘i HE right gelatine, (Knox Sparkling Gelatine), dissolved and added to milk for 


BUT—the wrong gelatine will curdle the milk! 


Any plain gelatine with an acid content—is the wrong gelatine. Any gelatine 
that is flavored, colored or sweetened, is the wrong gelatine. Any gelatine not pro- 
duced under constant bacteriological control is the wrong gelatine! 


KNOX is the approved gelatine because it is all pure, plain gelatine— 
every particle of it. It is neutral—no acidity! No flavoring. No color- 
ing. No sweetening. All fine bone gelatine—the type of gelatine used 
and commended as a milk modifier by such eminent medical authorities 
as Jacobi, Herter, Alexander, Ruhrah and Friedenwald. 


Some physicians, not realizing the difference in gelatines, occasionally forget to 
specify Knox Gelatine in making their prescriptions. The result is that mothers, in 
some cases, are buying brands unsuitable for dietary purposes. As a protection, 
therefore, we have requested the Government to raise the standards on gelatine. 
Pending Government action, may we suggest that you specify Knox when you pre- 
scribe gelatine? 


We have the findings of recognized authorities to prove the importance of Knox 
Gelatine to you in your practice. We have the experience of active physicians. We 
have valuable laboratory reports, not only discussing gelatine as a milk modifier, but 
outlining its importance in various kinds of diets. May we send you these reports? 


METHOD OF COMBINING GELATINE WITH MILK: 


Add one teaspoonful of Knox Sparkling Gelatine—which should first be soaked about ten 
minutes in a little cold milk and then dissolved over hot water or in hot milk—to the glass 
of milk. (In infant feeding formulas use 1 tablespoonful of gelatine, dissolved as above, to 
the quart of milk.) 


KNOX GELATINE LABORATORIES 
408 Knox Ave., Johnstown, N. Y.. 


Producers of KNOX Pioneers in conducting 


high grade Gelatine for SPARKLING research into the die- 


38 years. GEI f TIN E tetic value of gelatine. 


“The Highest Quality for Health” 
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(Continued from page 36) 


The dairy school of instruction was held in New 


ULTURE| Orleans February 24-March 5 under the auspices of 

the State Board of Health and the New Orleans 

° Board of Health, to which were invited officials and 
(8B. A. CULT TURE) | 


inspectors interested in milk regulation, producers 
distributors and merchants, and other citizens inter. 
ested in raising milk standards and in promoting 
greater milk consumption. The study included labora- 





Biologicals if not properly cared tory instruction, methods of sampling and reporting 

a ° field inspection of dairies and pasteurization plants 

for are subject to premature deterio- and discussion of regulations for raw milk production. 
° . * Various members and assistants of the State Board - 

ration with consequent decrease in ef- of Health in two railroad cars equipped as a labora- 

=. tory and with health exhibits, began a two weeks’ 

fectiveness. tour of the State March 21. Dr. Oscar Dowling, State 

Health Officer, was in charge. Exhibits to be shown 


the public included a milk exhibit, an exhibit on 
Each bottle of BACILLUS ACID- foods, and a demonstration of the relation of po vn 


tion to the prevention of mosquitoes and flies. 





OPHILUS CULTURE (B. A. CUL- It has been announced that the Board of Trustees 
TURE) is marked with doth the dates | 0f,thg Ptesbyterian Hospital, New Orleans, has ap- 
of production and of expiration. The | tno"Snreveport Charity ‘Hospital, Shreveport, has 
Culture is distributed, so far as possi- ic. 2 naar aa ae 
ble, by selected retail stores by whom | campaign’ to raise $100,000. Among the treme 
every precaution is taken in its care. which wilt cast SOOG08, GRA ths forense te tes EON 


ber of hospital beds from 60 to 100. 


The name is easily remembered— Charity Hospital, New Orleans, has received an- 

other contribution in the amount of $175,000 from 

B. A. CULTURE (4-ounce). Mrs. John Libert. This is to be used for the erection 
of a new home for the Sisters of Charity. 


fake on ae —— Shreveport, has 

completed its twenty-five room addition. 

B B CULTURE LABORATORY INC Dr. M. S. Ledoux, Shreveport, has been elected Sec- 
_—” ’ J retary of the Shreveport Medical Society to succeed 

Dr. E. Clay Edwards, who resigned to become Di- 


Yonkers, New York rector of the Ouachita Parish Hospital Unit, Monroe. 
A group of Shreveport physicians honored Dr. J.. F. 


(Continued on page 40) 











SKINNER’S 
WOUND CLIP 


OUTFIT 





BEST GRADE SKIN CLIPS 








100 $ .75 
500 2.75 
1000 4.00 





Complete Outfit with 100 Skin 
Clips $9.00 


SPECIAL REMOVING FORCEPS 
$1.50 each 


Designed by Dr. Marcus Skinner 
King Memorial Hospital 
Selma, Ala. 


Both forceps have teeth that fa- 
cilitate coaption and eversion of 


TAE BEST ONLY 
the skin margins. The bracket that 





. MOBILE, ALA. holds the clips eliminates the Sur- 
“Special Attention to Mail Orders” geon’s assistant holding the clips. 
See our Exhibit, Alabama State Medical Meeting, Instruments and clips can be 
sterilized together. 


Montgomery, April 19-22 
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the elimination of extraneous vaccinations. 


vaccination. 


ep) Write for Illustrated Booklet on Immunization Against Smallpox fee 
ER: SQUIBB & SONS, NEW YORK 
MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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Thyroid Disorders 
Affecting 
Basal Metabolism 





McK ESSON 
R E CORDING 
METABOLOR 


An important diagnostic 
instrument. 


This instrument records the rate 
of metabolism in ink, producing a 
permanent record of the test and 
showing those characteristics of 
respiration which are essential to 
a perfect reading. It may be used 
anywhere and embodies every ele- 
ment necessary for a diagnostic 
instrument of this sort. 


For further details, directions, etc., 
write 


TOLEDO 
TECHNICAL APPLIANCE 
COMPANY 
Toledo, Ohio, U. S. A. 


Manufacturers of Gas-Oxygen Machines 
and Surgical Pumps 
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O’Leary with a banquet on his eightieth birthday, 
this because of his long and active practice. 

The East Baton Rouge Parish Medical Society hon- 
ored Dr. Louis Grey Stirling, eldest in years of serv- 
ice of Baton Rouge physicians, with a dinner on 
March 9. At this dinner he was made permanent 
chief of staff of Our Lady of the Lake Sanitarium, 
and was presented a loving cup as Dean of Medicine 
in the Community. 

Deaths 

Dr. Michel Faustin Morvant, Jeanerette, aged 49, 
died February 16 of heart disease. 

Dr. Gerasine Richard, Opelousas, aged 55, died Feb- 
ruary 1 of cerebral hemorrhage. 





MARYLAND 


The Johnston Memorial Hospital Building, which 
will add two wards and seventy-eight beds to the 
Union Memorial Hospital, Baltimore, was dedicated 
February 15. The new nurses’ home will be known 
as the Johnston Memorial Children’s Hospital and 
Nurses’ Home. It was erected at a cost of approx- 
imately $600,000. Funds for this were provided in the 
will of Josiah Lee Johnston. The new children’s ward 
will contain twenty-five more beds than does the 
present ward. According to the requirement of the 
trustees, twenty of these will always be absolutely 
free. These new additions will increase the capacity 
of the hospital from 149 to 227 beds. 

The Baltimore City Medical Society has unani- 
mously adopted a resolution introduced by Cr. Lew- 
ellys F. Barker declaring a psychopathic hospital an 
absolute necessity. 

The State Legislature has appropriated $850,000 to 
complete the Epileptic Colony at the Springfield State 
Hospital; to erect two ccttages at the Hospital and 
two dormitories at the Rosewood State Training School 
for the Feeble-Minded; and to construct an additional 
building at the Crownsville State Hospital for the 
Negro Insane, totaling 585 beds. 

The General Education Board of the Rockefeller 
Foundation has made a gift of $750,000 for a new 
medical library at Johns Hopkins University, Balti- 
more. In addition to this it has agreed to give an an- 
nual sum sufficient to meet a portion of the running 
expenses, provided the University raises the balance. 
If these conditions are filled, the Board will give in 
addition $250,000 at the end of five years, provided 
the University raises $500,000 on its own account. 
The library will be dedicated to the first dean of the 
Medical School, Dr. William H. Welch. Dr. Welch is 
at present Professor of Medical History. It will be a 
three-story building and will cost $600,000 and_ will 
contain 400,000 volumes, about 50,000 of which will be 
taken from a library now housed in various school 
and hospital departments at the University. 

Work will begin soon on the first modern hospital 
in Baltimore for negroes. This will be known as the 
new Provident Hospital and Free Dispensary, formerly 
the Union Protestant Infirmary. It will be controlled 
by an advisory board of fifteen white men and women, 
a consulting staff of white physicians, nominated by 
the faculties of Johns Hopkins Medical School and 
the University of Maryland and a board of twelve 
colored trustees. The entire visiting staff will be 
negro physicians. This will be the outgrowth of the 
Provident Hospital which was started thirty-two 
years ago. The expense of remodeling and renovating 
the building will be more than $60,000. Surgeons from 
Johns Hopkins Medical School or from the University 
of Maryland will conduct clinics daily for the benefit 
of the visiting staff; a nurses’ school will be operated 
in connection with the Hospital. Aid will be given 
the institution by the State and the City of Balti- 
more, and contributions from the community fund. 

The Governor has appointed Dr. Frederick H. Vinup, 
Baltimore, a member of the Board of Welfare; Dr. 
Frank J. Powers, Baltimore, to the Board of Direc- 
tors of the Hospital for Consumptives of Maryland; 
Dr. John Charles Macgill, Catonsville, to the Board of 
Managers of Spring Grove State Hospital. 

Frank P. Aslip has been appointed Superintendent 
of the Bellevue County Home, Hagerstown. 

Dr. Ralph G. Beachley succeeds Cr. Joseph P. 
Franklin as Deputy State Health Officer for Cecil, 
Kent and Queen Anne Counties. 


(Continued on page 42) 
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The KROMAYER LAMP being used in the treat- 
ment of Erysipelas. Note bow easily the burner is 
beld and directed. 








Suggested Technique for Treating Erysipelas: 
Was the Kroma a Lamp eduiaiae toad de- 
gree erythema with compression. Protect surround- 
ing skin, as shown, so that subsequent treatments 
do not overlap. Treatments may be given daily. 


J Joos potent germicidal quality of ultraviolet light is demonstrated by the resultful- 
ness with which it has been employed for treating Erysipelas. Administered in 
the early stages, ultraviolet is an accepted aid in checking this skin disorder. 
Traumatic and Phlegmonous Erysipelas especially should be guarded against bythe 
timely and sustained use of quartz light therapy. 


HANOVIA CHEMICAL & MFG. CO. 
Main Office and Works: Chestnut Street & N.J.R.R. Avenue, Newark, N.J. 
Branch Offices: 30 Church St., New York City 30.N. Michigan Ave.,Chicago 220 Phelan Bldg.,San Francisco 





HANOVIA CHEMICAL @& MFG. CO., Chestnut St. & N.J.R.R. Ave., Newark, N. J. 


Gentlemen:— Kindly send me the available literature on the application of quartz light ther- 
apy to diseases of theskin. [1] I have (JI do not have a HANOvIA catalog. (Please check.) 


38 Dr. 





STREET. Crry. STATE 




















41 








42 SOUTHERN MEDICAL JOURNAL 





FULGURATING 
ELECTRODES 


Endoscopic-Cystoscopic 
Tips—pointed, flat or conical. Shafts—all 
sizes. 

Turner Cystoscopic 
with interchangeable tips—pointed, flat and 
conical; shaft size 7 F. only. 
Incisory 
for ureteral meatotomy 
Guyon Diathermy 
with metal bulbs size 8-20 F.; shaft 
size 7 F. only. 
Hyams Hypo-Diathermy 
with four interchangeable needle tips; for 
cocainization and fulguration. 
All electrodes made with adjustable sockets to fit 
any size connecting cord posts. 


C. R. BARD, Inc. 


Sole Agents for the United States 
and Cana 
79 Madison Avenue New York City 
UROLOGICAL INSTRUMENTS IN RUBBER 
and GUM 


You Can Obtain Eynard Quality Through Your Dealer 
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Ging Hsi Wang, Ph.D., instructor at Johns Hopkins 
University Medical Department, Baltimore, has ac- 
cepted a position as Director of the Institute of 
Psychology at Sun Yet-sen University, Canton, China. 
Dr. Wang graduated at Johns Hopkins in 1923 and 
has been instructor in the Medical School for three 
years. 

Dr. Vladimir Fortunato, Sculptor of Johns Hopkins 
University School of Medicine, was recently awarded 
the gold medal by the U. S. Treasury Department for 


‘life-like vaccination models showing types of reactions 


in smallpox vaccinations. 
Deaths 


Cr. Albert Sidney Herndon, Camden Point, aged 63, 
died March 1 of pneumonia. 

Dr. Hampden Aulick Burke, Rohrersville, aged 41, 
died January 13 at Sheperdstown, W. Va., of pneu- 
monia. 

Dr. William B. Davis, Colonel, U. S. Army, retired, 
Baltimore, aged 78, died November -30 of cerebral 
hemorrhage. 





MISSISSIPPI 


The annual meeting of the Southern Surgical As- 
sociation was held in Biloxi in December. 


Deaths 


Dr. Jefferson D, Smythe, Greenville, aged 65, died 
December 31. 

Dr. John T. Atterbury, Estill, aged 79, died Feb- 
ruary 17 of uremia. 





MISSOURI 


Jefferson County Medical Society has elected Dr. 
J. W. Pickel, Barnhardt, President; Dr. C. E. Fallett, 
DeSoto, Vice-President; Dr. N. W. Jarvis, Festus, 
Secretary-Treasurer. 

Lawrence-Stone County Medical Society has elected 


(Continued on page 44) 
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In Pregnancy 
and Lactation 
There is a constant drain of mineral salts, 


tending to mineral starvation and “acidosis”. 
(Fischer, Losee, Van Slyke, etc.). 


Combat acidosis in pregnancy with Kalak 
Water. Prescribe in sufficient amounts to 
keep the urine always neutral. 


KALAK WATER CO., 6 Church St., New York City bo 
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—RESULTS = 


The average feeding case will thrive and develop normally 
on correct formulae of carbohydrate, water and 


Cow’s Whole Milk or Klim 


KLIM is regarded by many physicians as the cow’s whole 
milk of choice because--- 


It is uniform as to composition---low in bacteria count---safe 


and practical. 


Its finely divided casein, precipitating in a small friable curd, 
and its small butter globule promote digestion and induce a 
high rate of assimilation. The full nutritive values of cows 
milk are preserved in KLIM. 


Fundamental Bases for Every Formula: 


























An f 
Merrell - Soule KLIM Merrell - Soule 
POWDERED POWDERED Powdered Whole 
PROTEIN MILK WHOLE MILK Lactic Acid Milk 
Based on the original ’swhole milk Correct in composition 
formula. Recognized = gate iy o ie : and acidity, possesses 
as the protein milk of ee all the qualities of a 
choice by the hundreds --assures accuracy hospital formula. Easy 
of pediatrists who have to prepare in the home. 
used it continuously for --is easy to prepare The desired friable curd 
five years. Prepared in ; is an inherent charac- 
home and hospital with -always uniform teristic. A demonstra- 
equal facility. and pure. ted clinical success. 
a aor em _ 8 
Literature and samples sent promptly upon request. 
In Canada KLIM 


Recognizing the impor- 
tance of scientific control, 


all contact with the laity 
is predicated on the boli 


H that KLIM and its al- 


lied products be used in 
infant feeding only ac- 
cording to a physician’s 


I. Sex 


sire MERRELL-SOULE co. SS 
SYRACUSE, N. Y 





and its allied pro- 


ducts are made by 
Canadian Milk Pro- 
ducts, Ltd., 374 Ad- 
elaide Street, West, 
Toronto. 


43 








44 SOUTHERN MEDICAL JOURNAL 





SAVE MONEY ON 


YOUR X-RAY SUPPLIES 


Get Our Price List and Discounts 
Before You Purchase 
WE MAY SAVE YOU FROM 10% TO 25% ON X-RAY 
LABORATORY COSTS 
Among the Many Articles Sold Are 


X-RAY FILM, Eastman, Buck X-Ograph or Agfa Duplitized 
and Dental Film. Heavy discount on standard package 


lots. Eastman, Buck X-Ograph and Just-Rite Dental Film, 
fast or slow emulsions. 





BRADY’S POTTER BUCKY 
DIAPHRAGM insures finest 
radiographs on heavy parts, such as kidney, spine, gall- 
bladder or heads. 
Curved Top Style—up to 17x17 size cassettes ............ $250.00 
Flat Top Style—holds up to 11x14 cassettes............. . 175.00 
Flat Top Style—for 14x17 or smaller cassettes...... 260.00 
DEVELOPING TANKS, 4, 5 or 6 compartment stone, will 
end your darkroom troubles. Ship from Chicago, Brooklyn, 
Boston or Virginia. Many sizes of enameled stee| tanks. 
INTENSIFYING SCREENS—Buck X-Ograph or Patterson 
Screens for fast exposures, alone, or mounted in cassettes. 
Liberal discounts. All-metal cassettes, several makes. 


It you have a machine GEO. W. BRADY & CO. 
pogedine Ling gl So. Western Ave. 
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Dr. P. A. Holmes, Chesapeake, President; Dr. L. st 
Clair Shumate, Reed Spring, Vice-President; Dr. T, T 
O’Dell, Secretary-Treasurer. : 

Schuyler County Medical Society has elected Dr. 9 
E. Gerwig, Cowning, President; Dr. J. . Keller, 
Lancaster, Vice-President; Dr. J. B. Bridges, Down. 
ing, Secretary-Treasurer. 

Scott County Medical Society has elected Dr. H. y. 
Kendig, Sikeston, President; Dr. H. V. Ashley, Elmo 
Vice-President; Dr. G. S. Cannon, Fornfelt, Secretary. 

Wright-Douglas County Medical Society has elected 
Dr. R. M. Rogers, Mansfield, President; Dr. R. M. 
Norman, Ava, Vice-President; Dr. A. C. Ames, Moun- 
tain Grove, Secretary-Treasurer. 

The annual meeting of the Middle Section of the 
American Laryngological, Rhinological and Otological 
Society met in St. Louis January 31. 

St. Louis Medical Society conducted a Symposium 
on Ear, Nose and Threat Disease March 15. The Wom- 
an’s Auxiliary gave its. first dinner before this meet- 
ing. Mrs. J. H. Duncan donated $15,000 to the build- 
ing fund of the Society, requesting that a room be 
named the John H. Duncan Room in memory of her 
late husband. 

The Legislature has created a state commission for 
the purpose of making a survey and submitting rec- 
ommendations for suitable action for the care and 
treatment of crippled children in the State. Dr. Am 
H. Baldwin is President of the Commission; Mrs. 
Charles A. Lee, State Superintendent of Schools, Sec- 
retary; Dr. Rexford L. Diveley, Orthopedist, Dr. James 
Stewart, State Health Commissioner, and Mr. B. T. 
Gordon, State Senator, are the members. 

The seven-siory nurses’ home for St. John’s Hos- 
pital, St. Louis, under construction will cost $300,000. 
This is the third building in the hospital group. 

The Washington University School of Medicine and 
the Missouri Social Hygiene Association are giving an 
advanced course’in social hygiene for social workers, 
graduate nurses and officers and members of gov- 
erning boards of organizations interested in this field. 

St. Joseph’s Hospital, Boonville, will have a new 
annex constructed at a cost of $100,000. 


(Continued on page 46) 





‘he HY PNOTIC 
for Everyday Practice! 





PHANODORM 


TRADE MARK REGISTERED 


BRAND OF CYCLOBARBITAL 











NO DROWSINESS THE MORNING CAFTER 


Quickly absorbed — therefore prompt occurrence of sleep. 
Quickly eliminated —hence absence of after-effects. 


Supplied in 3 gr. tablets, tubes of 10 and bottles of 100 
Sample and Literature on Request 
WINTHROP CHEMICAL COMPANY, Inc., 117 Hudson Street, New York, N. Y. 
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os mix equal parts of plain 
3 mineral oil and water! 
T. 
<- Deshell Laboratories, Inc. 
, 536 Lake Shore Drive 
nd CHICAGO 
an 
rs, 























Petrolagar 


Reg’d. U. S. Pat. Off. 





















ANNOUNCING A 


New Allison Table 














Style 870 

Examining, Treatment and Irrigating 
It is with pride that we offer to the Profession this 
beautiful new table—a marvel of efficiency and con- 
venience. 
Built-in waste receptacle—specially designed tilting 
irrigating bowl—two large storage drawers and many 
other advantages. 
A circular describing the table in detail is yours for 

the asking. May we send it? 


ts 
W. D. ALLISON CO., Mfrs. 
931 N. Alabama St. INDIANAPOLIS 
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St. Louis Medical Society is the recipient of $5,000 
donated by Dr. Frank J. V. Krebs toward the build- 
ing fund of the Society. 


Deaths 


Dr. C. L. Evans, Oregon, aged 70, died January 30 
at the Missouri Methodist Hospital, St. Joseph, after a 
long illness. 

[r. Robert Barclay, St. Louis, aged 69, died Feb- 
ruary 25 of heart disease. 

Dr. Frederick William Wesseler, St. Louis, aged 85, 
died February 6 of arteriosclerosis. 

Dr. Alfred Carol Reynolds, Bethany, aged 72, died 
February 13 of senile dementia. 

Dr. Moses B. Kincheloe, Joplin, aged 81, died De- 
cember 31 at Kansas City. 

Dr. Noel Ernest Lake, Kansas City, aged 50, died 
February 16. 

Dr. William Cummins, St, Louis, aged 84, died Feb- 
ruary 12. 

Dr. Marquis Alexander Gaugh, Burlington Junction, 
aged 76, died December 23. 





NORTH CAROLINA 


The Commonwealth Fund of New York has granted 
the Southern Pediatric Seminar at Saluda an appro- 
priation of $2,000 in scholarships for post-graduate 
courses in the South. The scholarships will pay _ the 
tuition, $25.00, and board, $30.00, for the period of 
two weeks, July 25-August 6. These scholarships will 
be granted to physicians in communities of one thou- 
sand inhabitants or under. 

High Point Hospital, High Point, will erect a new 
building to be used for maternity cases. 4 

The new Haywood County Hospital will be fire- 
prcof and modern and will be supported by taxation. 
The Luke Foundation will pay part of the operating 
expenses of its free beds. 

Dr. Walter L. Simpson has been appointed Busi- 
ness Manager of the Watts Hospital, Durham. 


(Continued on page 48) 





RADIUM RENTAL SERVICE 


THE PHYSICIANS RADIUM ASSOCIATION of CHICAGO, Inc. 


Incorporated under the laws of Illinois, not for profit, but for the pur- 
pose of making radium available to Physicians to be used in the treat- 
ment of their patients. Radium loaned to Physicians at moderate 
rental fees, or patients may be referred to us for treatment if pre- 


ferred. 


Careful consideration will be given inquiries concerning cases in which the use of Radium 
is indicated 


THE PHYSICIANS RADIUM ASSOCIATION 


1100 Tower Bldg., 6 N. Michigan Ave. 
CHICAGO, ILL. 


Telephones: 
Central 2268-2269 


BOARD OF DIRECTORS 


William L. Baum, M.D. 
Frederick Menge, M.D. 


Louis E. Schmidt, M.D. 


Managing Director: 
Wm. L. Brown, M.D. 


Wn. L. Brown, M.D. 
Walter S. Barnes, M.D. 
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JESULTS 


More Simply and 
More Quickly » 


{ explains the ever increasing J 
use of S. M. A. by physicians 


May we send you Literature and Samples so that you may 
Observe Results in Your Pradice? 


Manufactured by permission of the 


Babies and Childrens Hospital of Cleveland 
by 


ane LABORATORY PRODUCTS COMPANY 
CLEVELAND, OHIO 


. . Products for the Fn fants “Aw 


CPWICAWDCAWAS CAMS WOPCAWASD CAWASCAWASCAWAD 
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Dr. H. H. Ogburn, Greensboro, has been elected 
President of the Rotary Club. 


Deaths 


E hrol Dr. Sumpter George, Pelham, aged 64, died February 
21 in Danville, Va., of heart disease. 


Dr. William Clyde Oates, Belmont, aged 36, died in 





February. 
Dr. James F. Harris, Dana, aged 57, died January 


T 
fi etranitrate 8 yang a Briggs, Hendersonville, aged 76, died 


February 2 of pneumonia. 
Dr. Zoro K. Justice, Hendersonville, died February 


* 12 from the accidental discharge of a gun while 
erc hunting. 
Dr. James J. L. McCullers, McCullers, aged 76, died 


December 26 at the Rex Hospital, Raleigh. 


Asthma OKLAHOMA 











e e 
Dr. Oliver O. Hammonds, formerly of Okmulgee, has 
Angina Pectoris been appointed State Health Officer, succeeding Dr. 
hs > Carl Puckett. 
Deaths 
Arteriosclerosis 
Dr. Amos Holland Culp, Beggs, aged 66, died 
Cardiac Diseases “Dr. Harvey Edwin Rappolee, Madill, aged 57, died 
’r. Harvey Edwin Rappolee, Madill, age , die 
February 26 at a hospital in Oklahoma City of carci- 
noma of the stomach. 
Literature on request SOUTH CAROLINA 


The Tri-State Medical Association (Carolinas and 
Virginia) held its twenty-ninth annual meeting at 
Merck & ( Oo Columbia February 16-17. LUr. Robert Wilson, Jr., 

6 Charleston, was elected President; Drs. F. C. Rinker, 
Norfolk, Va.. W. B. Lyles, Spartanburg, Wm. deB. 


45 PARK PLACE NEW YORK MacNider, Chapel Hill, N. C., Vice-Presidents; Dr. 
James M. Northington, Charlotte, Secretary. Virginia 


Beach, Va., was selected as the next meeting place. 
(Continued on page 50) 














REST RECREATION RECUPERATION 


Hot Springs National Park, Arkansas 


“America’s National Health Resort” 


(Under the control of the Interior Department) 


The attention of the American Medical Profession is invited to the great benefits to be 
derived from the use of the radio-active waters of Hot Springs in the treatment of dis- 
eases where rapid elimination is desired such as, arthritis, neuritis, malaria, affections of 
the skin and other diseases resulting from toxemias and microbic infection. 


The resort is provided with a number of modern and luxurious bath houses, hotels. 
apartments and boarding houses. 

Pleasures and amusements in the way of golf, tennis, mountain climbing, horseback rid- 
ing, fishing and hunting are provided for our guests and visitors. 





For further information write— 


Medical Intelligence Bureau 
Box 886 
Hot Springs National Park, Arkansas 
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KROMESPLAT 


Rust- Resisting 
SURGICAL INSTRUMENTS 


A recently discovered Process now makes 
possible Rust-resisting Instruments 
At a moderate cost 


Chromium is that element which 
is fused with steel in all the so- 
called “Rustless” or “Stainless” va- 
rieties which gives it its rust-resist- 
ing power. 

By our new process a pure Chro- 
mium deposit or plating is achieved 
in place of the small percentage of 
Chromium used in the older method. 

Scientific tests have demonstrated 
that Chrome plating has at least 
five times the life and wear of 
nickel. 

These instruments (look for this 
trade mark) are guaranteed rust- 
proof in ordinary careful use and 
by the usual methods of steriliza- 
tion. 

NOTE HOW INEXPENSIVE 
these instruments are—hardly more 
than ordinary instruments. 


F547RS—Mayo Pean Forceps, 644” curved Box 

















N2602RS—Mayo Hegar Needle Holder Box sania 4 Lock, each $3.75 
—_ ” F550RS—Mayo Pean Forceps, 644” straight Box 
N2612RS—Mayo Hegar Needle Holder Box Lock, Lock, each 8.50 
OS LAL LEME DEST ES I ae ONIN OT ee nd DO 4.50 F507RS—Mayo Ochsner Forceps, 6%4” straight 
Box Lock, each 8.75 

















F288RS—Mosquito Forceps, Box Lock, straight 
each $3.00 





F288RS—Mosquito Forceps, Box Lock curved, F346RS—Kelly Forceps, straight, Box Lock, each, $3.00 
each 





3.20 F350RS—Kelly Forceps, curved, Box Lock, each 3.20 
F885RS—Kelly Forceps, straight, flat shank, F396RS—Kocher Forceps, straight, Box Lock, 
each 2.00 each 3.30 








Write for Complete Illustrated Catalogue of these Instruments 


DOSTER-NORTHINGTON, Incorporated 
BIRMINGHAM ALABAMA 
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Three scholarships to the Trudeau School of Tuber- 
culosis at Saranac Lake are being offered to the 
physicians of the State by the South Carolina Tuber- 





The “MESCO” Laboratories culosis Association. The scholarships are worth $100 
. Wisite, Inticigation otk soniieetion tae on, S 
manufacture the lar gest line secured from the South Carolina Tuberculosis pe 
f Oi t te ° th ld ciation, Carolina Life Building, Columbia. 
0 Intmen in e@ worid. Deaths 
i j i : : ; : d 75, d s 
Sixty different kinds. We are rary fan ot ie te 
originators of the Professional 
: ” ie TENNESSEE 
P ackage. Specify MESCO Anderson County Medical Society has oe Dr. F. 
“Le ° B. Robinson, Briceville, President; Dr. H. Hicks, 
when prescribing Ointments. Clinton, Vice-President; Dr. J. §. Hall, Clinton re- 
elected Secretary. 


i Jefferson County Medical Society has elected Dr. 
Send for lists. Ben E. Cline, Strawberry Plains, President; Cr. H. L 

Tarr, Jefferson City, Vice-President; Dr. B. M. Titts- 
worth, Jefferson City. Secretary- Treasurer. 

Johnson County Medical Society has elected = W. 
J. Matthews, Johnson City, President; Dr. H. 
Kyker, Johnson City, Vice-President; Dr. c. w “Fri- 
berg, Johnson City, Secretary-Treasurer. 

Knox County Medical Society has elected Dr. Kyle 
C. Copenhaver, President; Dr. Eugene Abercrombie, 
Vice-President; Dr. Jesse Cc. Hill, reelected Secretary- 


Manhattan Ey € Salve ae Medical Society has meote’ Dr. J. 


H. Jones, Mt. Pleasant, President; [r. R. S. Perry, 


Columbia, and Dr. W. R. Webb, Hampshire, Vice- 
Comp any Presidents; Dr. W. K. Sheddan, Columbia, reelected 
Secretary. 

i a Polk County Medical Society has elected Dr. W. Y. 
Louisville, Kentucky Gilliam, Copperhill, President; Dr. A. J. Guinn, Duck- 


town, Vice-President; Dr, F. O. Geisler, Isabella, 
Secretary-Treasurer. 


(Continued on page 52) 











Laboratories of 


Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 








George F. Klugh, M.D.,. Director, Laboratory of Clinical Pathology 
Jackson W. Landham, M.D., Director, Laboratory of Radiology (X-Ray and Radium) 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. Only standardized 


methods and technique are used. 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


treatment are indicated. 


Containers for pathological specimens and information in reference to x-ray and 
radium work furnished upon request. 


Address 


DRS. BUNCE, LANDHAM AND KLUGH 
139 Forrest Avenue, N. E., Atlanta, Ga. 




















roroe 
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ILLYER LENSES 


corrected for astigmatism and power 








Tillyer lenses are 
free from these errors. 
They assure comforta- 
ble vision from center 
to edge. 


4 Blur is often caused in 
ophthalmic lenses by 
marginal errors of as- 
tigmatism and power. 


fy KE true advances in medical or surgical knowledge, corrected ophthalmic 
Rx Shops Everywhere ! lenses mean increased comfort and reliable, affirmative, relief-after-diagno- 
sis. “Tillyer lenses,” specified on your Rx, certifies an exact execution of your 
orders. Tillyer lenses not only are marginally corrected, but are polished 
with a non-elastic polisher, which, in itself, assures a brilliant, even surface 
and greater clarity, comparable to that of fine camera and astronomical lenses. 


American Optical.Gompany 





STOVARSOL 


(REG, U. S, PATENT OFFICE) 


Acetylamino-oxyphenylarsonic Acid 


Indicated in Amebic Dysentery 


Accepted by Council of Pharmacy and Chemistry A. M. A. 


Distributed in bottles of 25 tablets, each tablet 0.25 grams 
May be obtained through your druggist 


Literature furnished on request 


MANUFACTURED BY 


POWERS-WEIGHTMAN-ROSENGARTEN CO. 
New York PHILADELPHIA St. Louis 
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Roane County Medical Society has elected Dr. J. B. 
Cross, Harriman, President; Dr. W. Hill, Harri- 


Quality Merchandise sae uece-Lregoent [r. J. C. Fly, Kingston, Secre- 


Shelby County Medical Society has elected Dr. 

m oa va ag ogg tere ~— rot Jacobs, 

Vice-President; Dr. A. F. Cooper, reelecte ecretary; 

at Reasonable Prices | YicrzPsgtenti Br & Fie GoP se reclee ry 

: Chattanooga and Hamilton County Medical Scciety 

has elected Dr. Edward T. Newell, Chattanooga, 

President; Dr. E. White Patton, Vice-President; Dr. 
S. F. McIntosh, Secretary. 

Weakley County Medical Society has elected Dr. 
T. B. Wingo, Martin, President; Cr. H. G. Edmond- 
son, Martin, Vice-President; Dr. J. E. Taylor, Mar- 
tin, Bocretasy -‘Treaeiae m EN ited De ve 

a , . White County Medical Society has electe r. ; 
Surgical Instruments and M. Johnson, Sparta, President; Dr. S. E. Gaines, 
Sparta, Secretary. dice 8 pare ato pt 
° “4 Wilscn County Medical Society has electe r. R. B, 
Hospital Supplies Gaston, Lebanon, President; Dr. J. L. Davis, Water- 
town, Vice-President; Dr. J. R. Bone, Lebanon, Sec- 

retary. 
7 b t r A aratus Pe. _- ne | oe a * the 
merican Laryngological, nological an ological 

aporato y pp Society was held in Memphis February 1. 

The appropriation recently allowed by the Subcom- 
mittee on Finance, Ways and Means will permit the 
establishment of full-time county health units in nine 
more counties, and will continue the full-time work 
now organized in fourteen couniies, thus making pos- 
sible full-time health work in twenty-three of the 
ninety-five counties in the State. The counties now 
organized on a full-time health basis are Shelby, Lau- 
| is LYONS & CO Ltd derdale, Dyer, Gibson, Obion, Williamson, Rutherford, 

e e °9 e Tavidson, Montgomery, Blount, Sevier, Hamilton, 


Roane and Weakley. 





Established 1866 Dr. Lucius Burch was elected Second Vice-Presi- 
dent of the —— a Association which was 
recently held in Biloxi, Miss. 

NEW ORLEANS Dr. Walter C. Klotz has resigned his connection with 


the National Military Hospital, Johnson City, and re- 
(Continued on page 54) 
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SSW . The Management of an Infant’s Diet [PA 
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Mellin’s Food—A Milk Modifier 


Constipation 


It is common observance among physicians who use Mellin’s Food as a modifier 
of milk for infant feeding that their Ray patients are seldom troubled with constipa- 
tion, and if this annoying symptom does occasionally appear it is easily corrected a 
increasing the amount of Mellin’s Food in the daily mixture or by some other slight 
readjustment of the formula. 

Some fault in the arrangement of the food formula is practically always the cause 
of constipation, so it seems logical to overcome the difficulty by rearranging the food 
elements to a more perfect balance rather than to employ medical means, which at 
best afford temporary relief only. 

In a pamphlet entitled, “Constipation in Infancy”, the common causes of con- 
stipation are set forth for the physician’s consideration, also practical suggestions for 
their correction. All of the matter presented is based upon observation extending 
over a long period and will prove of good service to every physician interested in 
the subject. 

A copy of the pamphlet will be sent promptly upon request. Samples of Mellin’s 
Food also if rice 
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— 
SASF Dor | Mellin’s Food Co., cm Boston, Mass. |[feaeSp@a re tach inetaeaaintt 
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There is just so much real worth built into any) 
scientific instrument~So much accuracy~ 
So much reliability ~So much free- 
dom from expensive upkeep ~ So 
much service ~ So much sat- 
isfaction— The most ever | 
built into a_ blood- : 
pressure instru- 


ocmemecqnemmmensts-<hetetlbanansies tigate ws cece 











ment is built 
GUARANTEED 8 AGAINST 
BREAKAGE FOR into the YOUR LIFETIME! 
~@of ;@ « 
e 
—removed bya simple pres- S$ —cleaned and replaced with | 
sure of the thumb. STANDARD FOR BLOODPRESSURE ease in twenty seconds! 


W. A. BAUM CO., INc. - 100 FIFTH AVENUE - NEW YORK. 











Vemo Deodorani Powder 
(INGREDIENTS, ON APPLICATION) 


This preparation is designed for professional recommendation in 
those cases where objectionable body odors persist in spite of fre- 
quent bathing, change of clothing, etc. 

It may be used freely in the axillary and perineal regions and on 
the feet without the slightest caustic action upon the skin. 

One of the most gratifying uses for Vemo is on the sanitary napkin; 
also in obstetrics on the vulva pad to counteract the disheartening 
lochial odors. 

Fastidious patients appreciate the fact that it is more than an odor- 
replacer, not a perfume. 





SAMPLE COUPON 


Johnson & Johnson, | 
New Brunswick, N. J. | 


Please send sample of Vemo Deodorant Powder 

















M.D. | ~ 
dic te eaten Ve Supplied in metal boxes 
Street 
ALL J. & J. PRODUCTS ARE FOR SALE AT 
oe DRUG STORES 
City State ~< “mmx Sample on Request 











2 Name of dealer 














New Brunswick, N.J., U.S.A. 
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Sphygmomanometer 
Tycos — 


Pocket 
Size 


Send 
Only $1.00 


curate and 

self - verify- 

ing and con- 

sists of the de- 
pendable Ty- 

cos self - verifying 
manometer gauge, the 
Tycos long - wearing 
washable silk arm 
sleeve, and rubber in- 
flation bulb,all packed 
in a Morocco leather 
carrying case. A Ty- 
cos blood pressure 
manual is_ included 
with each case. Ship- 


ping wt. 16 oz. . 
Enclosed is $1.00 initial pay- $25.00 
ment on the 2SM273_ Dr. 


Rogers’ Pocket Size Tycos SS Frank S. Betz 
Sphygmomanometer. I agree 


0. 
to pay the balance $1.00 Hammond, Ind. 


each week. 


TD RESS n-ne nennn- nse 














15 Seconds 


for Disintegration 





PYRAMIDON 


Repeated tests have shown that The 
Dependable Original PYRAMIDON 
tablet disintegrates in 15 seconds. 
Such rapid disintegration explains, in 
part, the prompt efficacy of Pyram- 
idon, 

Indications: Headache, neuralgia, 
dysmenorrhea, myalgia, and the pains 
and aches of colds, etc. 

For prompt analgesic results specify 
The Dependable Original PYRAM- 
IDON. 


0 H.A.METZ LABORATORIES. Inc 


(EE MEI'T-5 1-1 Se 


pd as 
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turned to New York, N. Y., where he is connected 
— the Clinic of the Cornell University Medical 
ollege. 

The medical library of the late Dr. George M. Bur- 
dett, Nashville, has been presented by his widow to 
the Nashville Health Center for the use of physicians 
of the City and vicinity. 

Mr. Siegfried Bernard Bieker, St. Petersburg, Fia., 
and Dr. Annette Mebane, Memphis, were married 
February 16. 

Deaths 


Dr. Lucius Hough Gilmore, Columbia, aged 38, died 
February 2. 

Dr. Philander S. Cole, Baxter, age 72, died Decem- 
ber 24 of carcinoma of the stomach. 

Dr. Llewellyn Garnet Noel, Nashville, aged 75, died 
January 20 of pneumonia. 

[r. Charles A. Black, Nashville, aged 71, died Feb- 
ruary 16 at the Madison Rural Sanitarium of broncho- 
pneumonia following influenza. 


TEXAS 


Seventh District Medical Society met in Austin 
February 17. Dr. Y. F. Hopkins, Taylor, was elected 
President; Dr. A. F. Beverly, Austin, Vice-President; 
Dr. J. J. Brady, Austin, reelected Secretary. 

Wise County Medical Society has elected Dr. J. J. 
Ingram, Decatur, President; Dr. S. J. Petty, Decatur, 
Vice-President; Cr. J. W. Young, Boyd, Secretary. 

Members of the Galveston County Medical Society 
have endorsed the project to have located in Galveston 
a dental department of the State Medical College. 

The City of Galveston and the Board of Managers 
of the John Sealy Hospital won a suit in the Supreme 
Court brought by Ben E. Hayman to compel the ad- 
mission into the hospital ef patients who desired to 
be treated by osteopathic physicians and surgeons, 
Dr. Frank E. Gibbons has been elected Mayor of Mc- 
Camey, a new city in the oil district with a population 
of about 10,000. : 

Geraldine Borland, Secmnerty: Superintendent of the 
Herman Hospital, Houston, has been appointed Su- 
perintendent of the new Rogers Park Hospital, Chi- 
cago. 

Dr. F. S. Littleiohn has been elected Secretary of 
the Harrison County Medical Society to fill the va- 
cancy created by the removal of Dr. T. H. Brown- 
rigg to Beaumont. 

Mrs. Gertrude C. Allen, formerly Superintendent of 
the Angelina County Hospital, Lufkin, is now Super- 
intendent of the Woman’s Hospital, Saginaw, Mic 

Dr. Leopold Kaffie, Corpus Christie, was recently 
appointed County Health Officer for a term of two 


years. 
Deaths 


Dr. W, F. Holland, Santa Anna, aged 57, died Feb- 
ruary 3 in a hospital at Temple. 

Dr. J. T. Horton, Quanah, aged 70, died February 7 
as the result of an injury received in an automobile 
accident. 

Dr. Joseph E. Johnson, Houston, aged 50, died No- 
vember 11. 

[r. Harvey Bigler Worley, Wellington, aged 65, 
died January 15 following an illness of several months. 

Dr. +. cca Gray, Clarendon, aged 66, died Feb- 
ruary 18. 


(Continued on page 56) 


CLASSIFIED ADVERTISEMENTS 


BECAUSE OF ILLNESS I am compelled to sell my home 
and give up my practice. Will introduce my patients to put 
chaser. G. F. W., care Journal. 




















WANTED POSITION—Superintendent, well qualified lay- 
man, age forty years, who has been connected as Business 
Manager and Assistant to the superintendent of a class “A 
hospital, and who is thoroughly experienced in all branches 
of hospital administration, desires the superintendency of 8 
general hospital of one hundred to one hundred and — | 
beds. Can give the best of hospital references. Write N.N. 
M., care Journal. 
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THE ABNORMAL INFANT 


who is malnourished and will not thrive on the usual 
formulae, readily 


responds to the routine use of 


DRYCO is simply milk in its most nutritious form, well tolerated by the majority of 
infants and allowing a much higher caloric intake, due to the fact that it is more 
easily assimilated. In the acute infections, where a large amount of feeding overtaxes 
the infant’s capacity, the use of DRYCO is highly beneficial, producing rapid improve- 
ment. 

The world wide use of this safe milk by leading Pediatrists is the best evidence of its 
efficacy in the management of malnutrition. 


Samples and Clinical Data upon request. 


THE DRY MILK COMPANY Park Row, New York 
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DOSAGE IS IMPORTANT a 


TABLETS 
, To obtain the full benefit of creosote medication in tubercu- ' AS 
losis and bronchitis the dose must be sufficiently large. Q@lcreose 


This is what makes Calcreose so valuable. {. 4 Graine 


Calereose practically eliminates the possible disturbing ef- 
fects of plain creosote, thus making it feasible to give large doses Te coumnan 
of this valuable drug over long periods of time and insuring q weechtrond 

peutic effect. Figesisors 


Whenever you want the stimulating expectorant effect of 
creosote, use Calcreose. 


Calcreose is a loose chemical combination of creosote and 

ted calcium oxide. It represents about 50% creosote in 
tablet form. It is easily administered and particularly suitable 
48 an adjunct to other remedial measures. 

POWDER TABLETS SOLUTION 


Sample of Tablets on Request 
THE MALTBIE CHEMICAL CO. 


NEWARK, N. J. 


Manufacturers of a Full Line of Pharmaceutical Products 
Complete Catalogue on Request 











A powder, 
epprexi- 
per cent 
creosote in 
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(Continued from page 54) 
Dr. Robert Benton Hudson, Alamo, aged 49, died 


WATAUGA SANITARIUM | ¥eb23.2%, 5. pier, prownwooa, aged 56, died rep. 


ruary 5 at the Touro Infirmary, New Mae La., 


i a following a cholecystectomy. 
Ridgetop, Tenn Dr. John William Decker, Dallas, aged 64, died Jan- 
uary 30 at the St. Paul’s Sanitarium of carcinoma of 


i i - the stomach. 
Cottage sanitarium for the treat Dr. Andrew J. Menefee, Hillsboro, aged 58, died 
ment of tuberculosis. February 27 of pneumonia. 


Location ideal, elevation 1000 feet. 
VIRGINIA 


Rates reasonable. 
° ° Wise County Medical Society has elected Dr. G. 
Illustrated booklet on application. Setzler, Nortcn, President; Drs. J. G. Bentley, ‘Bee 
wood, W. B. Peters, Appalachia, and E. P. Cox, Nor- 
DR. W. S. RUDE, Medical Director ton, Viee-Presidents; Dr. C. B. Bowyer, Stoney 
Richmond Ophthalmological and Otolaryngological 
Society met February 15. Dr. R. H. Wright wag 
elected President; Dr. T. E. Hughes, Vice-President; 
Dr. Francis H. Lee, reelected Secretary-Treasurer, 
e The Virginia Public Health Association at its an- 
Hemoglobinometer . =Dare -nual meeting in Richmond February 16 elected Dr. 
Louis L. Williams, U. S, Public Health Service, Presi- 
4 Price dent; Dr. C. B. Ransone, Health Officer of Roanoke, 
This instrument é : $39.00 and Miss Anne Gulley, Public Health Nurse in Lou- 
lends itself equally f doun County, Vice-Presidents; Dr. P. S. Schenck, 
to the Pathologist in ae Health Officer of Norfolk, Secretary-Treasurer. 
the Hospital and to : E & The Virginia Tuberculosis Association met in Rich- 
th tiei : : mond _ in February. Dr. R. A. Martin, Health — 
e practicing of Pétersburg, was elected President; x K. 
Physician. een j Flannagan, Assistant State Health Counsnionisiei? was 
= ; ‘ reelected Secretary. 
The application and The Virginia Public Health Workers held a confer- 
the technic of ex- No. 1011 Type ence during the week of February 14-19 for training 
amination are de- <“— — we igg oe gh Rad = "a a 
: : e George rig emoria avilion at the 
ne 9 sath = - cc Blue Ridge Sanatorium, near Charlottesville, has re- 
capepcianaa } Sicnen cently been completed. The fund for the erection of 
Clinic Diagnosis. ° the pavilion was raised through voluntary contribu- 
tions from Masons in all sections of the State. It has 











Ask for descriptive circular a total of twenty-eight wards with two beds to the 
ward, 
RIEKER INSTRUMENT Co. The Halcyon Hospital, South Boston, has been re- 


opened under the name of the South Boston General 
1919-1921 Fairmount Ave. Hospital. Dr. J. Walter Layman will be in charge. 
Philadelphia, Pa. The Medical College of Virginia, Richmond, is plan- 
ning to construct a medical library building adjacent 
to a new library building to be constructed by th 
Academy of Medicine of Richmond. The buildings 
will be connected. 
HIGH POWER St. Christopher’s Hospital, Norfolk, will be discon- 
“ e tinued as a hospital and operated as a clinic for the 
Electric Centri es study of medical and surgical cases. 
Under the will of Mrs. Sallie May Dooley, a contract 
has been let for the construction of the $250,000 crip- 
pled children’s hospital, Richmond. There will be 


Send for SLE: Cat Cn four buildings erected. 
Dr. J. H. Crouch, who has been working with the 
James City County Health Unit, with headquarters at 


Williamsburg, has gone to Fort Worth, Texas, where 
INTERNATIONAL EQUIPMENT Co. he will continue in health work. 
253 Western Ave., Boston, Mass. 

‘ (Continued on page 58) 

















The Better Acid Medium Urinary Antiseptic 


HEXALET 


Sulphosalicylic Hexamethylenamine 
Allays severe burning and has a soothing effect in kidney 
and bladder conditions without causing hematuria 
when taken for a long period of time. To 

clear shreds and pus in chronic 
and non-specific cases. 

FULL LITERATURE UPON REQUEST 
REIDEL & CO., Inc. 


BERRY AND SO. FIFTH STREETS 
BROOKLYN, N. Y. 
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ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. The reputation and in- 
tegrity of the manufacturer is the physician’s only guarantee of reliability of those organotherapeutic 
products for which there is no chemical or biological assay. Every manufacturing process and all 
our products is supervised by our Analytical and Research Department. 


DESSICATED PITUITARY BODY, U.S.P. EPINEPHRIN 

CORPUS LUTEUM EPINEPHRIN AMPULES 

CORPUS LUTEUM AMPULES SOLUTION OF EPINEPHRIN (1-1000) 
PANCREATIN, U.S.P. DRIED SUPRARENALS, U.S.P. 
SOLUTION OF POST-PITUITARY DRIED THYROIDS, U.S.P. 


insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 


Manufacturers GW CK Organotherapeutic 
of [at “6 a Products 


417-421 Canal Street, New York, N. Y. 








EASE AND COMFORT OF PATIENT 
UNDER TREATMENT WITH 


OFA =a = 40) 24 eR @ 


(Hexylresorc'nol, S & D.) 


IS QUICKLY ESTABLISHED 
IN INFECTIONS OF THE URINARY TRACT 


APPROXIMATELY FORTY-FIVE TIMES THE 
GERMICIDAL POWER OF PHENOL AND 
NON-TOXIC IN THERAPEUTIC DOSES— 
RENDERS THE URINE BACTERICIDAL— 
KILLS THE INVADING ORGANISMS— 


HENCE ITS VALUE IN 
PYELITIS CYSTITIS URETHRITIS 


CAPROKOL is a crystalline chemical substance not even remotely related to any other 
urinary antiseptic now in use. 


NOTE:—The efficacy of CAPROKOL depends to some extent upon its property of reducing the surface 
tension of the urine. Diuretic drugs, including Sodium Bicarbonate, and large quantities of fluids increase the 
surface tension of the urine, and should not be employed during treatment with CAPROKOL, (Hexylresorcinol, 


8 & D.) 
SHARP & DOHME 
i= 726 Sew e428 es. we — 


New York Chicago New Orleans St. Louis Atlanta Philadelphia Kansas City San Francisco Boston 
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(Continued from page 56) 
Members of the Norfolk County Medical Society gave 


eens. 
=. as a dinner February 24 in honor of Dr. R. S. Perkins on 
the occasion of his fifty-fifth anniversary in the prac- 
tice of medicine. 


° Dr. George A. Wright, Abingdon, has been_elected 
Binder and Abdominal Su ee: Superintendent of the Southwestern State Hospital, 

ppo Marion, to fill the unexpired term of the late Dr. E. H. 
Henderson. 

Dr. J. McCaw Tompkins, Richmond, has been elected 
a member of the Board of Governors of Westmore- 
land Club. 

Dr. Booker E. Rhudy, for several years a member 
of the staff of the George Ben Johnston Memorial 
Hospital, Abingdon, has moved to Greensboro, N. C., 
and will limit his work to roentgenology. 

Dr. William H. Parker, Richmond, was recently ap- 
pointed a member of the Electoral Board of the City 
of Richmond. 

Dr. James M. Miller, Wytheville, was _ recently 
elected President of the Board of Directors of the 
Bank of Crockett. 

Dr. Charles H, Dawson has been elected Secretary 
of the Nansemond County Medical Society to succeed 
Dr. C. F. Moriarty, who resigned when he aceepted 
the position as Health Officer of Norfolk and Princess 
Anne Counties. Dr. Dawson is the new Health Offi- 
cer of Suffolk and Nansemond County. 

Cr. John L. Tabb, Richmond, and Miss Emily C. 
a sagt = as — be married tg atl 1. 
y, s r. John x allace, ovington, and Miss Irma 
For Men, Women and Children Temple Robinson, Richmond, were married February 9. 


For Ptosis, Hernia, Pregnancy, Obesity, Deaths 
Relaxed Sacro-Iliac Articulations, High and Dr. E. H. Henderson, Marion, aged 55, died Feb- 
Low Operations, etc. ruary 25 of heart disease. f i 
Ask for 36 page Illustrated Folder 
Mail orders filled at Philadelphia only— WEST VIRGINIA 


within 24 hours. 5 Me. Ww. :. roe bo _ ye cone ee — 
. Louis cCarty, erwind, has moved to Minden, 
KATHERINE L. STORM, M.D., where he is physician for the New River and Poca- 
Originator, Patentee, Owner and Maker hontas Consolidated Coal Company. 
t é ‘ % Marjorie Christie, R.N., Wilkinsburg, Pa., has been 
1701 Diamond St. Philadelphia appointed Superintendent of the Sisterville General 
Hospital, Sisterville. 

















LOESERS INTRAVENOUS SOLUTIONS 
ee 


“Glucose solution given intravenously is the best remedy 
for postoperative shock, dehydration, toxic absorption 
and even a generalized septic infection.” (Jr. of the Med. 
Soc. of N. J., Feb., 1927.) 


Loeser’s Intravenous Solution 
OF 
Glucose 


A standardized, sterile, stable 50% solution of glucose of neutral re- 
action, in 20 c. c. and 50 c. c. hermetically sealed ampoules. Free 
from preservatives. 


LOESER LABORATORY 


[NEW YORK INTRAVENOUS LABORATORY] 
New Location: 22 WEST 26th STREET NEW YORK, N. Y. 


























THE MEAD POLICY 


MEAD 'S infant diet materi- 
als are advertised only to phy- 
sicians. No feeding directions 
accompany trade packages. 
Information in regard to 
feeding is supplied to the 
mother by written instructions 
from her doctor, who changes Samples and literature 
the feedings from time to time 

to meet the nutritional re- on request. 

quirements of the growing 

infant. Literature fur- 
nished only to 
physicians. 


The Trend in Modern Infant Feeding 


From Biedert in 1869 until the present, physicians have cautiously felt 
their way through “‘periods”’ and “‘principles’’, the various steps having 
as their significance to determine: 


"Tes trend in the bottle feeding of infants has been toward simplicity. 


1ST—the metabolism of infants. 
2ND—the caloric values of the dietary materials used. 


3RD—the physio-chemical differences between cow’s milk and 
breast milk. 

Heretofore cow’s milk modifications have been effected largely by simple 
dilution and additions in the hospital or home. Recolac is cow’s milk scientifi- 
cally reconstructed. It is not a duplicate of breast milk. It is cow’s milk— 
disintegrated—reconstructed, approximating breast milk chemically and 
physically more closely than can be accomplished by ordinary modifications. 


So Recolac has followed—in a straight line 
—the trend of modern infant feeding 


MEAD JOHNSON & COMPANY 
EVANSVILLE, INDIANA, U. S. A. 


(MAKERS OF INFANT DIET MATERIALS 
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VOPer Tenant 


Parke, Davis & Company's 
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Diagnostic Protein Extracts 


In Paste Form for the Rapid and Effective 
Determination of Protein 
Sensitization 


M Any individuals react in an unusual way to proteins, having been rendered 
hypersensitive to one or more of these substances. Asthma, hay-fever, urticaria, 
eczema, gastro-intestinal disturbances, and other pathologic conditions have 
been traced in many cases to such hypersusceptibility. 

It is essential to determine the specific offending agent for the proper diagnosis 
and treatment of such cases. Protein Extracts, Diagnostic, P. D. & Co., are 
especially adapted to this purpose. They enable the busy practitioner economi- 
cally and rapidly to ascertain the nature of the protein or proteins to which his 
patient is susceptible and to institute the proper treatment for his relief. 

Protein Extracts, Diagnostic, P. D. & Co., are especially convenient, being 
put up in the form of paste with a glycerin-boric acid base in collapsible tin 
tubes. Single or grouped protein extracts are supplied in individual tubes to 
save the time of both physician and patient in reaching a diagnosis. 

The application of these extracts is very simple. The skin of the upper part 
of the back or the forearm, depending on the number of tests to be made at one 
sitting, is cleansed and a small area or a series of areas is scarified. A minute 
quantity of the paste is expressed from the tube, taken up on the flat end of a 
sterile toothpick, and rubbed into the scarification. This process.is repeated 
(with an unused toothpick, of course) for each test. 


Each tube contains sufficient material (1.5 grams) for about fifty tests, and, since 
the paste keeps indefinitely, it is economical at 75c a tube or $7.50 in any assortment 
of twelve tubes. The list consists of 194 Protein Extracts. Of these, 104 are from 
foods, 7 from seasonings of various kinds, 53 from pollens, 17 from bacteria, 13 
from hair, wool, or feathers, besides horse serum, bovine serum, and tobacco. In 
addition the Protein Extracts are supplied in 31 groups, 3 to 7 proteins in a group. 
Control material is also available consisting of the glycerin-boric acid base, no 
protein. 


Literature will be promptly mailed to physicians on request. 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN: 
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DiaGnostic Proretn Extracts, P. D. & Co., HAVE BEEN ACCEPTED FOR INCLUSION IN N. N. R. sy THE 
Councit ON PHaRMACY AND CHEMISTRY OF THE AMERICAN Mepicat AssoOciaTION 
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